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SECTION ONE
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1. OVERALL AIMS AND OBJECTIVES
1.1 AIMS
- To attain greater professional competence in order to enhance the contribution of 
clinical psychology to health care.
- To attain greater professional competence in order to enhance my contribution to 
the psychological service of Broadmoor Hospital.
- To obtain the qualification of Psych D in Clinical psychology.
1.2 OBJECTIVE
- To produce a portfolio of study, practice, and research that wiU demonstrate 
increased competence in each of these three areas.
2. ACADEMIC
1, LEARNED HELPLESSNESS IN THE ’90S: A CRITICAL REVIEW OF 
THE LITERATURE ON IMMUNIZATION AND PEOPLE WITH 
LEARNING DISABILITIES.
2. PSYCHOLOGICAL TREATMENTS FOR ADULT SEX OFFENDERS: A 
CRITICAL REVIEW OF OUTCOME STUDIES.
2. CONTINUING PROFESSIONAL DEVELOPMENT (CPD) IN CLINICAL 
PSYCHOLOGY: A CRITICAL REVIEW.
2.1 AIMS
- To enhance academic competence in three specialist areas of clinical psychology 
so as to develop the services offered by the department of psychology at 
Broadmoor Hospital.
- To enhance academic competence in three specialist areas of clinical psychology 
to prepare for career development (ie., upgrading job description).
2.2 OBJECTIVES
- To acquire, read and critically analyse relevant documents, reports and 
empirically based research papers in order to complete three critical academic 
reviews for three specialist areas.
- To communicate with relevant clinical psychologists for the purposes of a 
critical review of Continuing Professional Development (CPD) in Clinical 
Psychology.
- To update a critical review of the literature on ‘Learned Helplessness and 
Learning Disabilities’ and on ‘Prevention of Learned Helplessness’ in order to 
prepare previous research for publication.
2.3 RATIONALE
REVIEW 1.
My own academic competence will be increased by updating literature in areas 
previously researched for M.A. and M.Sc.. This will enable me to develop and 
increase skills in preparing papers for publication, from this research. This will 
also increase my competence in theory application analysis.
REVIEW 2.
My academic competence will be increased, in an area directly relevant to my 
clinical practice. This will inform and improve my clinical knowledge and work. 
REVIEW 3.
My knowledge of CPD in Clinical Psychology and my role of Deputy Chair of the 
South West Thames Region Clinical Psychology Continuing Professional 
Development Committee will be enhanced.
Overall then, the academic reviews have been chosen to demonstrate increased 
knowledge of what are considered to be three crucial aspects of a clinical 
psychologist’s work.
These are the knowledge of:
- the application of psychological theory (which underpins good clinical practice);
- the evaluation of treatment outcome (which improves and informs good clinical 
practice) and
- the process of professional development (which maintains a high level of clinical 
competence).
2.4 PLAN
REVIEW 1 : Firstly, to use library facilities to obtain a comprehensive literature 
search and to gather the relevant published papers. Secondly, to read and analyse 
the content of the papers and prepare a critical review of the literature. Thirdly, to 
write the review.
REVIEW 2: Firstly, to use library facilities to acquire papers, documents and 
reports which are relevant to the outcome of treatment for sex offenders.
Secondly, to read and critically analyse them. Finally, to write the review. 
REVIEW 3: Firstly, to acquire, read and critically analyse documents, reports and 
papers which have been produced on CPD in Clinical Psychology. Secondly, to 
identify relevant personnel in Clinical Psychology and communicate with them 
regarding CPD in Clinical Psychology. Finally, to write the review.
3. CLINICAL
TITLE: DESIGNING ‘THE SK.A.LL.’: A REPORT ON DEVELOPING THE 
PSYCHIATRIC REHABILITATION SERVICE IN BROADMOOR.
3.1 AIMS
- To increase personal professional competence in direct clinical work.
- To develop and design a living skills assessment measure for use within 
Broadmoor Hospital.
3.2 OBJECTIVES
To present a report on clinical activity that will:
- make evident increased personal chnical competence
- describe a service development undertaken and its psychological framework
- aid career development by making evident increased clinical competence and 
involvement in the design and development of ward-based services.
3.4 RATIONALE
I am currently actively involved in designing new ward-based services for patients 
in Broadmoor hospital.
Reporting on this aspect of my clinical work is intended to demonstrate how my 
clinical skills have developed to the point of being directly involved in innovative 
service design and development within the hospital.
3.5 PLAN
Liaison has taken place with the members of the ward multidisciplinary team and 
agreement has been received to take forward the development on the ward. Close 
links have been established with the Clinical Nurse Specialist on the ward who will
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also be involved in the design and development of the assessment and training 
programme. Regular meetings have been arranged to identify resources needed, to 
compile relevant information and to set tasks. This work is expected to continue 
over the coming months. Once the service has been designed it will be introduced 
and piloted on the ward. It is intended to underpin the ward practices in relation to 
psychiatric rehabilitation once it has been established.
4. RESEARCH
TITLE: PSYCHOPHYSIOLOGICAL ASSESSMENT OF SEXUAL 
AROUSAL: AN INVESTIGATION INTO RESPONSE CONTROL. 
4.1 AIMS
- To increase research competence so as to develop the sex offender 
assessment service offered by the Psychology Department, Broadmoor Hospital.
- To increase the knowledge available to the Psychology profession regarding sex 
offender assessments.
- To develop the scientist-practitioner model of work in the Health Service.
- To obtain the qualification of Psych D in Clinical Psychology to increase the
likelihood of obtaining an academic post in the future.
4.2 OBJECTIVES
- To develop a research dossier which will make evident increased research 
competence.
- To incorporate my M.Sc. thesis into the research dossier.
- To utilise methods of data analysis (including computerised statistical packages)
not used in the previous research.
4.3 RATIONALE
Research is currently being conducted within the Psychology Department which 
focuses upon the Sexual Offender Service. The psychophysiological assessment of 
sexual offenders is part of this service. An investigation into aspects of the PPG 
assessment, therefore, will contribute to the research programme within the 
Psychology Department.
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Data regarding patients cognitive functioning is available within the department. 
This data will be utilised for the current study. The study, therefore, is arises from 
clinical practice and differs from previous research which I have carried out for 
M.A. and M.Sc., which was more theoretically based. This indicates a shift in my 
research from theory to clinical practice. It is anticipated, therefore, that the sexual 
offender assessment service within the Psychology Department will be enhanced by 
this project.
The data analysis used in this study will differ to that previously used in my M.A. 
and M.Sc. and, therefore, my skills in data collection and analysis will develop as a 
result of conducting the study.
4.4 PLAN
- To develop a research proposal.
- To liaise with Director of Psychological Services to discuss the research 
proposal.
- To submit the research proposal for approval to the Broadmoor Research 
and Ethics Committees and the Psych D Course Director.
- To obtain approval of the research proposal from the Broadmoor Research and 
Ethics Committees and the Psychology Department, University of Surrey.
- To conduct a comprehensive literature review of the area.
- To collect the relevant data within the Psychology Department, Broadmoor 
Hospital.
- To analyse the data using the appropriate statistical tests.
- To write up the project.
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SECTION TWO
ACADEMIC AUDIT
\CRITICAL REVIEW ONE:
LEARNED HELPLESSNESS IN THE ’90S:
A CRITICAL REVIEW OF THE LITERATURE 
ON IMMUNIZATION AND PEOPLE WITH LEARNING
DISABILITIES.
LEARNED HELPLESSNESS IN THE ’90S: A CRITICAL REVIEW OF 
THE LITERATURE ON IMMUNIZATION AND 
ON LEARNING DISABILITIES.
INTRODUCTION
The current review will begin with a brief description of the theoretical origins of 
the learned helplessness phenomenon in order to clarify the assumptions upon 
which all subsequent research has been based. The literature, since 1990, on the 
topics of immunization against learned helplessness and of the phenomenon in 
people with learning disabilities will then be reviewed critically.
PHENOMENON AND THEORY OF LEARNED HELPLESSNESS 
The phenomenon of learned helplessness was first observed by Overmier & 
Seligman (1967) and Seligman & Maier (1967). In both these studies the authors 
exposed dogs to inescapable shocks in a harness and later tested for negative 
effects upon escape/avoidance responding in a two-way shuttlebox. It was found 
that the dogs in groups that had been exposed to inescapable shocks were 
significantly slower to escape/avoid the later escapable shock than the groups not 
exposed to the inescapable shocks. The groups which received inescapable shocks 
did not differ significantly from each other in escape/avoidance responding.
The second study (Seligman & Maier, 1967) replicated and extended the original 
study, investigating whether high degrees of control over shock would "immunize" 
or prevent the dogs from escaping at a slower rate. Results indicate that dogs who 
first received escapable shock in the shuttlebox, then inescapable shock in the 
harness, did not react passively to subsequent escapable shock in the shuttlebox.
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However, the dogs who first received inescapable shocks in the shuttlebox, or no 
treatment prior to the harness did evidence significantly fewer escape/avoidance 
responses.
It was Maier & Seligman (1969) and Seligman et al. (1971) who formulated the 
theory of learned helplessness to explain the negative effects they had found in 
their earlier experiments. The label "learned helplessness" was given to 
expectational and incentive mechanisms which lead to motivational, cognitive and 
emotional deficits. It was posited that this occurs in the following way:
- The motivation to respond in the presence of an aversive stimulus is produced 
by the expectation that responding will lead to termination of the aversive 
stimulus.
- The subject learns that the termination of the aversive stimulus and responding 
are independent.
- The expectation that responding will lead to termination of the aversive stimulus 
is low and, therefore, the incentive for response initiation is low.
- The low expectation is generalised to different stimuli and so responding in other 
situations is low.
Since its original formulation, the theory has undergone various revisions. Maier 
& Seligman (1976) hypothesised that subjects make a cognitive representation of 
the contingency they experience between their responses and outcomes. It was 
then proposed that the process of learned helplessness was:
- information about the contingency (or the association between responses and their 
outcomes)
- cognitive representation (learning, belief, perception, expectation) of the
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contingency
- behaviour.
Alloy & Seligman (1979) suggested that the cognitive representation stage should 
be organised into two steps:
- perception of present/past noncontingency followed by
- expectation of future noncontingency.
The theory of learned helplessness was originally developed to explain the 
phenomenon in animals. It was noted by Abramson et al. (1978) that the theory 
fell short when applied to humans. These theorists, therefore, added the step of 
attribution formation between the perception and the expectation of 
noncontingency. The attribution the individual makes for response-outcome 
independence determines the expectation for future response-outcome 
independence. The expectation will then determine the generality, chronicity and 
type of helplessness.
The current state of the learned helplessness theory, is:
i. Experience of objective noncontingency
ii. Perception of present/past noncontingency
iii. Attribution for the present/past noncontingency along internal, stable and 
global dimensions
iv. Expectation of future noncontingency
V.  Symptoms of learned helplessness: motivational, cognitive and emotional 
deficits.
The motivational deficit is reduced incentive to respond, the cognitive deficit is 
perception of, attribution for and expectation of future noncontingency, even when
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this is not the case, and the emotional deficit is depression.
IMMUNIZATION AGAINST LEARNED HELPLESSNESS
An overview of the published literature on immunization against learned 
helplessness reveals that a total of eight studies have been published since 1990.
Of these eight studies, six have been conducted with animals, and two have 
humans as their subjects. Given the potential clinical applications and implications 
of increasing knowledge of preventing the development of learned helplessness the 
sparsity of research in this area is surprising . The possibility of immunizing 
subjects was first introduced in 1967, as part of the original studies, but the level 
of interest in this area of the phenomenon is relatively small when compared with 
other areas (eg., depression: Hill & Larson, 1992). It is argued, however, that 
preventing the development of learned helplessness is an equally valid area of 
research, especially given the recent literature devoted to identifying the many 
people in whom the phenomenon has been identified, such as abuse victims 
(Genius et al., 1991; Gross & Keller, 1992; Roth & Newman, 1992; Wilson et al., 
1992), institutionalised aged (Toy & Mitchell, 1990) and children of alcoholics 
(Lipman, 1990). Clearly, the development of strategies and techniques for 
preventing learned helplessness in these and other groups could potentially be 
useful. With the current, increasing emphasis on prevention as well as cure in 
general medicine, it is time that this approach has a wider adoption within clinical 
psychology.
The phenomenon and theory of learned helplessness were originally described in 
animals. It can be seen in the recent literature on immunization, that studies using 
animals as their subjects continue to be conducted and are published at a higher
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rate than those with human subjects. Some of these animal studies, namely, those 
focusing on the neurochemical and neuroanatomic substrates for learned 
helplessness continue to be warranted. Two such studies were conducted recently 
with a focus on prevention of learned helplessness.
Sagen et al. (1990) designed a study to investigate whether transplanting 
monoamine-producing cells into the brains of rats would prevent behavioural 
depression. The two models of depression investigated were the monoamine theory 
and the learned helplessness theory. The classical monoamine theory of depression 
states that depression may be caused by a central deficiency of biogenic amines, 
particularly norepinephrine and serotonin, and that effective antidepressant 
treatments, including tricyclic antidepressants, monoamine oxidase (MAO) 
inhibitors, and electroconvulsive therapy (ECT) work by correcting this deficiency. 
The theory proposes that the disturbed and imbalanced function of the 
monoaminergic systems is involved in depression, although it is not clear how, and 
that antidepressant therapies re-equilibrate these systems in the direction of greater 
efficiency. Learned helplessness, as a theory of depression, is linked to this, in 
that, in earlier studies the induction of learned helplessness has been prevented by 
pretreatment with antidepressant therapies (Arletti & Bertolini, 1987; Petty & 
Sherman, 1980; Sherman & Petty, 1982; Yehuda et al., 1981).
Results from Sagen et al. (1990) demonstrated that the grafts of monoamine- 
containing tissues in the frontal neocortex of rats can prevent the development of 
learned helplessness. The authors propose that this may have been due to the 
transplants acting as a local and continually available reservoir of monoamines. It 
is argued, however, that the release of monoamines from the grafts was not
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determined in this study and so leaves the results open to other possible 
interpretations. One suggestion is that, as transplantation of both norepinephrine- 
containing and serotonin-containing cells have been shown to alleviate learning and 
memory deficits (Weiner & Boksa, 1989; Richter-Levin & Segal, 1989), the 
monoaminergic grafts improved performance in the escape task (the method of 
measuring learned helplessness).
In the second study. Petty, Kramer & Wilson (1992) investigated the prevention of 
learned helplessness by pre-treating rats with either acute benzodiazepines, 
subchronic tricyclic antidepressants or escapable shock. Specifically, the role of 
serotonin in learned helplessness prevention was examined using microdialysis to 
measure in vivo serotonin release in frontal cortex after learned helplessness 
testing. The major finding of the study was that all three pre-treatments used to 
prevent the development of learned helplessness also prevented stress-induced 
decrease in potassium-stimulated serotonin release such that pre-treated animals had 
levels of potassium-stimulated release similar to unstressed controls. Petty, Kramer 
& Wilson (1992) suggest that prevention of learned helplessness may occur in part 
by maintenance of intraneuronal stores of serotonin in the frontal cortex at a level, 
below which rats become helpless. As in the Sagen et al. (1990) study, the 
findings of this study are open to alternative explanations. Firstly, the data are 
correlational and thus show an association rather than cause and effect. Secondly, 
the role of other neurotransmitters was not investigated and, therefore, cannot be 
included or excluded.
It is suggested that continued research in the area of neurochemical and 
neuroanatomic substrates for learned helplessness is worthwhile and that with
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increasingly sophisticated methods, the findings from these studies may well have 
important applications for preventing the development of learned helplessness and 
depression in the future. There does appear to be potential for advancing the 
treatment of clinical depression with these techniques.
While the phenomenon of learned helplessness has been demonstrated in many 
species, such as, dogs (Overmier & Seligman, 1967); cats (Seward & Humphrey, 
1967), goldfish (Nash et al., 1983), mice (Braud et al., 1969), rats (Maier, Albin & 
Testa, 1973), gerbils (Brown & Dixon, 1983); cockroaches (Brown & Stroup, 1988; 
Brown, Hughes & Jones, 1988); monkeys (Kadden, 1973); guinea pigs (Leftwich & 
May, 1974) and chickens (Maser & GaUup, 1974), the immunization effect has not 
been studied so widely across species. After the original demonstration, using 
dogs, by Seligman & Maier (1967), subsequent studies investigating immunization 
against learned helplessness were conducted using rats (eg.. Alloy & Bersh, 1979; 
Hannum et al., 1976; Kirk & Blampied, 1986; Mullins & Winefield, 1977;
Seligman et al., 1975; Williams & Maier, 1977; Warren et al., 1985).
Brown, Howe & Jones (1990) extended the range of subjects in animal 
immunization studies by attempting its demonstration in cockroaches (periplaneta 
americana). Subjects in the immunization group were presented with escapable 
shock prior to inescapable shock while subjects in the inescapable group 
experienced two phases of inescapable shock. Both groups -and a control group 
(which did not experience any shock) were then tested for escape responding in a 
shuttlebox. Comparisons between groups on ‘mean escape latencies’ and ‘number 
of failures to escape’ measures indicate that the inescapable shock group had 
longer escape latencies and more failures to escape than the immunization and
20
control groups while there was no significant difference between the control group 
and the immunization group on both of these measures. From these results,
Brown, Howe & Jones (1990) conclude that cockroaches are immunized against 
being helpless by prior experience of escapable shock.
Brown, Howe & Jones (1990), however, failed to include a group in their 
experiment which was ‘yoked’ or matched to the inescapable group, but which 
received escapable shock, without experiencing the immunization phase. The 
purpose of this group which forms the triadic design (ie., escape, inescape and 
naive control groups) of the standard learned helplessness experiment is to 
demonstrate that the effects found in the test phase are a result of the 
uncontrollability of the shock, rather than the experience of the shock, per se.
While the inescapable group did differ significantly from the control group, this 
difference could be due to the shock experience rather than the uncontrollability of 
the shock. It is uncontrollability that is hypothesised to lead to the helplessness 
effects, according to the learned helplessness theorists (eg.. Alloy & Seligman, 
1979) and experiments need to demonstrate this in order to conclude that the 
negative effects are due to learned helplessness. The exclusion of this group in the 
Brown, Howe & Jones (1990) study means that they did not demonstrate learned 
helplessness and immunization, in the strict, theoretical sense. The endeavour to 
generalise the immunization effect across species is acknowledged as a positive 
one, however.
Ferrandiz & Pardo (1990) and de Vicente, Ferrandiz & Pardo (1991) have 
conducted experiments, in their laboratories in Madrid, which have examined 
immunization against learned helplessness in dogs and rats, respectively.
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The particular focus of the Ferrandiz & Pardo (1990) study is the context in which 
the immunization and the learned helplessness effects are tested. In the vast 
majority of the animal studies conducted on immunization, the testing situation has 
involved response-outcome contingency. For example, Seligman & Maier (1967) 
used a shuttlebox where the dogs escape/avoidance of shock was contingent upon 
their responses and in both Seligman et al. (1975) and Hannum et al. (1976) escape 
was possible in the test phase by lever bar press. In two of the three experiments 
conducted in one of the earlier studies (ie., Warren et a l, 1985), an appetitive 
noncontingent context was used in the test phase. In these experiments, rats were 
permitted to perform a previously food-reinforced response under a scheme of 
random-time, noncontingent reinforcement. Under these conditions immunization 
was not found. In a third experiment, Warren et al. (1985) used a contingent 
appetitive test and they obtained an immunization effect. Ferrandiz & Pardo 
(1990) hypothesised that the reason for the lack of immunization effects in the 
Warren et al. (1985) study is that the immunization did not incorporate both 
controllable and predictable stimuli. They, therefore, attempted to immunize dogs 
against learned helplessness by using both controllable and predictable stimuh in 
the training phase and then testing the effects in a noncontingent appetitive context. 
Ferrandiz & Pardo (1990) used thirty-six dogs and divided them into six groups.
All of the dogs were given appetitive contingent training prior to being assigned to 
their respective groups. The dogs were presented with food which was contingent 
upon them pushing a lever. Four groups received immunization which varied 
across groups according to the controllability and the predictability of the noise.
The groups received either controllable and predictable noise, controllable but not
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predictable, uncontrollable but predictable, neither controllable nor predictable. Of 
the two other groups, one received no treatment in the immunization phase but did 
experience inescapable noise in the second (inescapable noise) phase, similar to the 
immunization groups. The final group did not receive any training either in the 
immunization or the inescapable noise phases.
The findings of the study indicate that it is possible to immunize dogs against the 
effect of exposure to inescapable noise (ie., learned helplessness) even when testing 
is conducted with the presentation of food being independent of responding. The 
dogs in the controllable and predictable group behaved closer to the control group 
while the controllable only and predictable only groups did show a degree of 
immunization. The authors hypothesise that the findings can be explained in terms 
of the differing effects of controllability and predictabihty. According to Ferrandiz 
& Pardo (1990) and others (eg., Overmier, 1985), it is uncontrollability which 
causes the motivational deficit and it is unpredictability which causes the 
associative deficit of learned helplessness. The findings also suggest that the 
effects of controllability and predictability appear to be additive.
It is worth noting, however, that by presenting all subjects with an appetitive 
contingent phase at the beginning of the experiments, Ferrandiz & Pardo (1990) 
could inadvertently have been immunizing the dogs against learned helplessness. It 
is argued that as the inclusion of a contingent phase in other studies has prevented 
learned helplessness from developing (Seligman & Maier, 1967) then this could 
introduce a confounding variable into the study.
It is clear that the results of the study could have implications for the formulation 
of the learned helplessness theory, in that, predictability has not been hypothesised,
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by learned helplessness theorists, as a necessary or sufficient influencing factor in 
either the induction or the prevention of learned helplessness. It does appear, 
however, from some theorists, (Overmier, 1985), that the role of predictability may 
be greater than originally thought. Further studies which replicate the findings of 
Ferrandiz & Pardo (1990) as well as extending the study, eliminating confounding 
factors, increasing the sample size and using different types of motivational 
contexts would be recommended, in this area.
More recently, these authors, together with a colleague (de Vincente, Ferrandiz & 
Pardo, 1991) published a study which developed their previous work, exploring the 
relative efficiency of controllable and/or predictable stimuli in immunizing against 
learned helplessness. The study used 60 rats as subjects, thus extending their work 
to a different species and a larger sample. The findings are consistent with those 
of the previous study, in that, subjects immunized with controllable and predictable 
stimuli escaped more quickly and frequently than those who were immunized with 
only controllable or only predictable stimuh. The authors state that the subjects 
immunized with only controllable stimuli show only the associative deficit whereas 
those immunized with only predictable stimuli showed only the motivational 
deficit. Only a limited amount of information is available on this particular study 
as the paper is published in Spanish and only the abstract is published in Enghsh.
A more detailed review of the procedure, therefore, is not possible.
In the last of the studies conducted on immunization against learned helplessness in 
animals, in the ’90s, Troisi et al. (1991) investigated the role of stimulus control in 
immunization. In the first experiment, Troisi et al. (1991) attempted to determine 
whether immunization would occur when different stimuli were used to signal
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shocks during the escapable-shock and the inescapable-shock phases. The learned 
helplessness theory would predict that immunization would occur. On the other 
hand, if the differential consequences of escapable and inescapable shock are 
subject to stimulus control, interference with shock escape may occur in the 
presence of the stimulus paired with inescapable shock, despite prior exposure to 
differently signalled escapable shock.
The immunization treatment involved exposure to escapable shocks. The shocks 
were preceded by a white noise stimulus. In the inescapable shock phase, the 
shocks were preceded by illumination of the chamber houselight. Shocks in the 
test phase were unsignalled.
The results from the first experiment show that the rats in the immunization group 
demonstrated as much interference with shuttlebox escape acquisition as did those 
exposed to inescapable shocks only (ie., immunization did not occur). A second 
experiment was set up by Troisi et al. (1991) to test whether the immunizing effect 
of prior exposure to escapable shock was substantially under the control of the 
noise stimulus. Its immunization effect over the light-signalled inescapable shocks 
was weakened, they hypothesised, because the noise was absent during that phase 
of training. In the second experiment, therefore, the same stimulus (light) signalled 
both escapable and inescapable shock for the rats in the immunization group. 
Reliable inter-group differences were found on both ‘mean escape latencies’ and 
‘number of escape failures’ measures. The authors conclude that the immunization 
failure in experiment one resulted from the use of different signals for escapable 
and inescapable shock.
The implications of these experiments conducted by Troisi et al. (1991) are that the
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role of Pavlovian conditioning in immunization against chronic learned helplessness 
may be significant. From the results of the studies, immunization against learned 
helplessness would seem to depend critically on the resistance of the prior signal 
for escapable shock to counterconditioning by the inescapable shock stimulus. 
Further research is recommended to clarify the role of stimulus control in the 
prevention of learned helplessness. Future research should include a control group 
in their experiments. Toisi et al. (1991) have failed to include such a group in 
both of their experiments and this is a serious shortcoming. Comparisons between 
the experimental groups and the control group, on all measures, are essential to 
establish the effects of the experimental manipulations.
Only two published studies investigating immunization against learned helplessness 
in humans, since 1990, have been found for this review. Both of these studies 
have been conducted in Spain. Only one of these papers can be reviewed fully as 
only one is published in the English language.
Rameriz, Maldonado & Martos (1992) conducted three experiments to investigate 
the effects of attributional style on immunization against learned helplessness.
Two immunization groups were included in the design as well as the three groups 
which make up the triad (ie., solvable, helpless and control). The two 
immunization groups varied according to their attributional style. Of the 105 
students who completed the Attributional Style Questionnaire (A.S.Q.) (Peterson et 
al., 1982), the eight with the highest internality and globality scores were assigned 
to the ‘internal global’ immunization group and the eight lowest scores were 
assigned to the ‘external specific’ immunization group.
Results from this experiment indicate significant differences between the ‘external
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specific’ immunization group and the ‘helpless’ group, the performance of the 
former being closer to that of the ‘solvable’ and ‘control’ groups than that of the 
‘internal global’ immunization group. While the results appear to suggest that the 
tendency to make external specific attributions enhances immunization and internal 
global attributions weakens it, caution should be exercised in making this 
interpretation. Instructions given to the subjects were designed to reinforce their 
attributions and, therefore, previous attributional style and instructions for the tasks 
overlapped in this experiment.
The second experiment, then, was designed to study the differential influence of 
attributional style and attributions by instructions (or the possible interaction of 
both variables) on immunization. As in the previous experiments, groups were 
distinguished on the basis of their attributional style (ie., ‘internal global’ and 
‘external specific’). Half of these subjects were assigned to either immunization or 
helpless pre-treatments. Half of the subjects then received instructions to induce 
internal global attributions and the other half received instructions to induce 
external specific attributions. Results from this experiment suggest that subjects’ 
previous attributional style did not produce a differential effect in immunization or 
in helplessness. The manipulation of the instructions, on the other hand, influenced 
helplessness, strengthening this effect when the attributions were internal global. 
The instructions did not have any effect on immunization.
In the third experiment, Rameriz, Maldonado & Martos (1992) tested whether the 
attributions for the uncontrollable task were of greater importance than the 
attributions for the controllable task in the immunization study. In the previous 
studies, the instructions had been the same in the controllable and uncontrollable
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phases and so the effect of the same attributions could have had opposite effects in 
each phase, thus leading to the absence of the effect during the immunization 
training. Differences between groups, in this experiment, consisted of the type of 
instructions given to the subjects before each phase (ie., internal global instructions 
versus external specific in the controllable phase (success) and internal global or 
external specific instmctions in the uncontrollable phase (faüure)). Results show 
that subjects receiving instructions to induce internal global attributions in the 
uncontrollable phase needed more trials to learn the test task than did subjects 
receiving instructions to make external specific attributions. This finding was not 
found for the controllable phase. The results indicate, therefore, that the influence 
of the attributions in immunization was restricted to the uncontrollable phase.
Their effect was that immunization was weakened when these attributions were 
internal and global.
The Rameriz, Maldonado & Martos (1992) study represents the first attempt to 
experimentally investigate the influence of attributions on immunization against 
learned helplessness and, therefore, should be acknowledged as important in this 
regard. Reviewing the study, on a theoretical level, however, it becomes clear that 
it could have a much greater significance if the researchers had also included 
measures of the other elements of the cognitive mediational component of learned 
helplessness (ie., perception and expectation of control). The learned helplessness 
theory states that the phenomenon is mediated by all of these cognitive processes 
but it is the expectation of future lack of control that is the necessary element for 
learned helplessness to occur. To be more significant, theoretically, measures of 
perception and expectation should be included in studies of this kind.
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Another criticism of the study relates to the measure of attributional style. The 
measure used was the Attributional Style Questionnaire (Peterson et al., 1982) 
which does not have demonstrated validity. It is important that researchers use 
valid and reliable instruments in their studies and, indeed, efforts to demonstrate 
the validity and reliability of instruments, such as the A.S.Q., should be encouraged 
and then published in the literature.
On a more practical note, this study could have a possible application, in that, it 
appears that instructing individuals to make attributions for control (or success) is 
not sufficient to immunize against learned helplessness. It is necessary to prepare 
individuals for failure by instructing them to attribute lack of control (or failure) to 
external and specific causes.
The final study on immunization against learned helplessness, in humans, is also 
conducted in Spain, but is published in Spanish and a full review is not possible, 
therefore. Bernabe & Malmierca (1992) also studied the influence of attributional 
style on immunization and included an examination of the effects of reinforcement 
programmes in the same investigation. Subjects received pre-training in 
discrimination tasks using partial (50%) or continual (100%) reinforcement 
programmes. The subjects were also instructed to attribute failures to either 
internal global or external specific dimensions. The results were evaluated 
according to the number of correct responses, response latency, type of 
reinforcement programme and attributional style. The obtained results indicate that 
immunization is better when partial reinforcement is used in combination with 
external specific attributions for failures.
Moore (1988) reviews two earlier studies on immunization against learned
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helplessness in humans, upon which the Bemabe & Malmierca (1992) study is 
based (ie., Prindaville & Stein, 1978; Stein, 1980). A number of shortcomings of 
these investigations were identified, in that review. Subjects in the immunization 
groups did not experience control in the so called ‘immunization’ phase of the 
experiments since the reinforcement schedules of successes and failures on the task 
were predetermined by the researchers. When reinforcement scheduling is 
manipulated it means that the outcomes presented to the subjects are, in fact, 
independent of their actual responses. In this way, the task is more like ly  to have 
a helplessness-inducing effect rather than an immunizing effect. It would appear, 
then, that Bernabe & Malmierca’s (1992) study is subject to similar flaws in design 
and the results need to be considered within this context.
LEARNED HELPLESSNESS AND LEARNING DISABILITIES 
Early research indicates that the life of a person with learning disabilities is similar 
to a macrocosm of the helplessness-inducing experiment (Cromwell, 1963; Zigler, 
1971). The environments in which people with learning disabilities live appear to 
be relatively low in contingency and this lack of contingency is likely to be 
experienced early in life, frequently and over a long period of time. It has been 
argued, therefore, that people with learning disabilities are particularly susceptible 
to developing learned helplessness (eg., DeVellis & McCauley, 1979). Over the 
years, research has demonstrated that children (Gargiulo et al., 1987), adolescents 
(Reynolds & Miller, 1985) and adults (Floor & Rosen, 1975) with learning 
disabilities exhibit symptoms of learned helplessness.
Research, in the ’90s, on learned helplessness in people with learning disabilities is 
sparse. Only three articles, relevant to this review, have been found. One of these
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is a review paper by Weisz (1990), which looks at cultural-familial mental 
retardation, and which contains a section on helpless behaviour evidenced in these 
individuals. The work reviewed by Weisz (1990) is mainly his own previous 
research, (eg., Dweck et al., 1978; Raber & Weisz, 1981; Weisz, 1979; 1981a; 
1981b). This research has also been reviewed by Moore (1990), which is 
contained within this portfolio, and, therefore, it will not be included in this review. 
Ayers, Cooley & Dunn (1990) examined differences in self-concept, attributions 
and teacher-rated persistence in learning disabled and non-disabled students. They 
used the Piers-Harris Children’s Self-Concept Scale (Piers, 1984) to measure the 
construct of self-concept, the Intellectual Achievement Responsibility Questionnaire 
(lAR) (Crandall, Katkovsky & Crandall, 1965), to measure internal-external 
attributions and a ten-item teacher rating scale to measure subjects’ persistence. 
Results reveal that students with learning disabilities reported lower self-concepts 
on items related to academic achievement and were rated as less persistent, by their 
teachers, than normally achieving peers. The students with learning disabilities 
also reported more stable attributions for failure situations.
This study is an examination of the similarities between the behaviours and 
cognitive constructs of learning disabled students and those found in people with 
symptoms of learned helplessness. While similarities have been found between the 
two, the study does not demonstrate a causal link between them. The causes of 
these cognitive-behavioural maladaptive patterns should be investigated further. A 
practical implication of this study, however, is that educators who design 
interventions for learning disabled students should include programmes to change 
the students’ attributions and to increase their self-concepts to increase their
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persistence and academic achievement.
The final study, (Basil, 1992), on learned helplessness in people with learning 
disabilities, attempts to apply the phenomenon to communicative interaction among 
severely disabled children using non-electronic pictographic boards. Subjects’ 
passivity or lack of responsiveness to either parents or teachers was the measure of 
learned helplessness. Data were collected through systematic observation of child- 
parent and child-teacher pairs, in natural environments. A programme for teaching 
the family interaction skills was introduced and interactive patterns in the family 
before and after the introduction of the programme were compared.
The results show that the interaction between children using communication boards 
and natural speaking adults tended to be dominated by the latter, who occupy more 
of the conversational space and initiate topics more frequently. Before the 
introduction of the programme, parent and child responsiveness to each other was 
low. Increases in parent responsiveness after the introduction of the training 
programme resulted in increases in the frequency of responses by the four disabled 
children in the study. The percentage of parents’ open questions also increased 
after training, which in turn appeared to result in increases in childrens’ board- 
conveyed utterances.
The authors interpret the low level of response initiation on the part of the subjects 
as an indication of learned helplessness. The finding that the increase in parents’ 
open questions in turn increased the subjects’ responsiveness is encouraging and 
indicates that this may be a way of decreasing the subjects’ learned helplessness. 
The specificity of this study may limit its generalisability. It was conducted using 
only four subjects, who have cerebral palsy and learning disabilities. It focused on
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their communication interaction using augmentative and alternative communication 
(ie., nonelectric pictographic boards). The links between the theory of learned 
helplessness and the behaviours of the subjects are tenuous and have not been 
adequately demonstrated in order to conclude that the subjects have developed 
learned helplessness. Only their poor response initiation is similar to the 
motivational deficit of learned helplessness and neither the cognitive nor the 
emotional deficits were discussed.
No other studies on learned helplessness in people with learning disabilities have 
been found. This is surprising given the fact that the two have been linked, in the 
literature, since the early ’70s (Zigler, 1971). Of the studies which have been 
done, the phenomenon of learned helplessness has been the focus rather than the 
theory. Attempts should be made to establish stronger theoretical links between the 
symptoms of learned helplessness and the behaviours and cognitive constructs of 
people with learning disabilities and in this way the causal factors may be 
addressed.
No research has been conducted, since Moore (1990), on preventing learned 
helplessness in people with learning disabihties. Given the wealth of studies 
drawing parallels between symptoms of learned helplessness and the behaviours of 
people with learning disabilities, it is important to start to examine ways of 
alleviating or preventing these symptoms or behaviours in this population. 
Prevention of learned helplessness programmes should be developed for people 
with learning disabilities and should be evaluated across a wide variety of settings 
and tasks.
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CONCLUSIONS
From this current review of the literature on prevention of learned helplessness and 
on learned helplessness in people with learning disabilities, it is concluded that the 
research in both areas is significantly lacking, since 1990. Studies on 
immunization, in humans are not being pubhshed at a rate which is warranted. 
Generally, the studies on immunization with animals and humans which have been 
published have been noted to include various methodological flaws which leave 
certain confounding variables uncontrolled. The experiments with human subjects 
tend not to have taken due consideration of the theoretical foundations of the 
phenomenon of learned helplessness. Investigations into immunization are 
laboratory based and practical/clinical applications have not been explored in real- 
life settings, which have been shown to be helplessness-inducing. No study has 
been published which attempts to immunize people with learning disabilities 
against the development of learned helplessness.
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CRITICAL REVIEW TWO:
PSYCHOLOGICAL TREATMENTS FOR ADULT SEX 
OFFENDERS: A CRITICAL REVIEW OF OUTCOME
STUDIES.
PSYCHOLOGICAL TREATMENT FOR ADULT SEX OFFENDERS:
A CRITICAL REVIEW OF OUTCOME STUDIES. 
INTRODUCTION
Society has acknowledged, for many years, that sexual offences against men, 
women and children are serious problems. Attempts have been made, therefore, 
through legal and political means, to deter sex offenders from offending. Attempts 
have also been made, through clinical means, to treat sex offenders. Treatments 
involve either physical (castration and psycho surgery); pharmacologic 
(medroxyprogesterone acetate, MPA; cyproterone acetate, CPA) and/or 
psychological interventions. This review will focus on psychological treatments for 
adult sex offenders and asks the question "Does this treatment work?" Treatment 
available varies in terms of modality, setting and offender group and studies 
investigating treatment outcome vary in methodological sophistication (ie., outcome 
measures; control groups and subject selection). This paper will review critically 
the treatment outcome studies, will draw conclusions regarding the effectiveness of 
current treatment programmes and will make recommendations for improving the 
quality of outcome research.
TREATMENT FOR SEX OFFENDERS
Originally, treatment for sex offenders consisted of either traditional individual 
psychoanalysis for those few individuals who received private treatment or 
confinement in a generic mental hospital. Others were imprisoned with no 
treatment at all. In the 1960s, a few specialised programmes, concentrating largely 
on group therapy began developing. In the 1970s and early 1980s, behavioural 
techniques designed to recondition deviant sexual arousal were developed and
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techniques designed to recondition deviant sexual arousal were developed and 
added to the group therapies model. The developing school of cognitive- 
behavioural therapy contributed the techniques of psycho-education classes and 
relapse prevention (the addictions model) in the treatment of sexual deviance.
The popular models operating in the U.S. and the U.K., today, then, combine these 
techniques and interventions to form programmes consisting of group therapy, 
behavioural reconditioning techniques, skills training, relapse prevention and other 
cognitive-behavioural approaches including psycho-educational classes.
Many of the current treatment programmes have a number of goals such as helping 
the offender overcome denial and minimisation and take responsibility for his 
behaviour; develop empathy for others (including the victim); develop 
understanding of the impact of offending on the victim; identify and treat deviant 
sexual arousal; identify social deficits and inadequate coping skills; challenge 
cognitive distortions and attitudes that may perpetuate sexual acting out and 
develop a comprehensive relapse prevention plan.
Additionally, peripheral issues may emerge and be treated such as anger control, 
substance abuse, family relationships and the offender’s own victimisation.
The offenders included in the treatment programmes are generally classified as 
rapists, child abusers and exhibitionists. Some programmes are designed to treat 
specific offender types (eg., exhibitionists, Marshall et al., 1991) while others 
include a mix of different classes of offenders (eg.. Rice et al., 1991). The settings 
of the treatment programmes vary from institutions such as maximum security 
hospitals (eg., Quinsey et al., 1987) and prisons (eg., Pithers, 1990) to 
outpatient/community programmes (eg., Marshall & Barbaree, 1988).
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TREATMENT OUTCOME STUDIES
Prior to an examination of the treatment outcome studies described in the literature, 
particular methodological issues affecting research in this area will be highlighted. 
One of the main issues affecting treatment outcome research with sex offenders is 
that of random allocation to treatment and no-treatment control groups. On the one 
hand, some researchers (eg., Quinsey et al., 1993) suggest that ethical 
considerations demand the random allocation of sex offenders who express a desire 
for treatment to either treatment or no-treatment groups. They believe that if 
treatment has not yet been shown to be effective, then psychologists have an 
ethical obligation to reduce the present ambiguity about the effects of sex offender 
treatment. On the other hand, however, other researchers believe the evidence 
which indicates that at least some sex offenders respond effectively to treatment 
(Marshall & Pithers, 1994) and consequently, believe that if some sex offenders 
can be effectively treated, it follows that there is a moral obligation to offer 
treatment to as many clients as possible. A relevant point about random designs is 
the issue of consent to participate. In studies of the effectiveness of treatment for 
anxiety disorders, for example, patients can consent to participate in a project that 
may result in their being allocated to a no-treatment control group because they are 
the ones who will suffer continuation of their problem. With sex offenders, the 
withholding of treatment could result in the psychological and physical injury (even 
the death) of an innocent man, woman or child who had no say in the 
implementation of the random design study.
Another potential clinical and ethical problem arises in some jurisdictions, (such as 
Canada), as offenders would not be considered for parole, and thus would not be
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released until their sentence expired, if they had not received treatment Denying 
treatment to a group of offenders, then, would appear to be unethical if they were 
willing to engage.
A second issue affecting research is that of the use of recividism rates (or rates at 
which offenders re-offend) as the outcome measure on which treatment 
programmes are primarily evaluated. Obtaining comprehensive information about 
re-offending is difficult. For example, rates are often calculated only on the basis 
of reconvictions and these reconviction rates are likely to underestimate the real 
extent of re-offending. This problem is particularly prevalent with sex offenders 
because of issues such as low reporting rates by victims and virtually no self- 
reporting of offences. The problem is further exacerbated by the many existing 
definitions of recividism such as whether to count only sex offences or all criminal 
offences.
The method of measuring recividism by convictions also needs to be considered as 
official arrest or conviction charges may not accurately reflect actual offences, 
especially in the U.S., where the legal system operates plea bargaining. Plea 
bargaining or other compromises often result in nonsexual charges being laid for 
sexual offences. Recividism measures will vary, therefore, according to jurisdiction 
as there are variations in sex offender legislation and in police, prosecutor and 
victim behaviour over time and place.
Furthermore, recividism rates have been shown to be associated with factors 
independent of treatment, such as number of previous offences. Numerous studies 
have shown that the likelihood of re-offence among released offenders who have 
more than one prior conviction is far greater than among first offenders
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(Christiansen et a l, 1965; Mohr, Turner & Jerry, 1964; Pacht & Roberts, 1968; 
Soothill & Gibbens, 1978). For repeat offenders, recividism rates in these studies 
were 33% to 71%, while for first offenders the rates were 10% to 21%. This is 
obviously an important consideration in evaluating the effects of treatment, and 
links in with the issue of selection criteria for inclusion of subjects into treatment. 
Whether studies in their selection procedures include or exclude chronic offenders 
can, in itself, effect their recividism rates and thereby the apparent success of the 
treatment. It is incumbent on researchers, when reporting their studies, to specify 
the subjects included in the study, making particular reference to their previous 
offending history.
Other issues affecting treatment outcome research, identified by Marshall & Pithers 
(1994), are (i) detailing of the therapeutic interventions under investigation; (ii) 
measurement of therapists’ adherence to the treatment protocol and (iii) the delay 
between treatment completion and discharge for institutional offenders.
Clearly then, there are many important clinical, ethical and research issues which 
influence the quality of sex offender outcome research and these need to be 
considered when reviewing studies on treatment outcome. The next section of this 
paper will review the empirical studies which have been conducted on sex offender 
treatment programmes.
In their highly comprehensive and influential review of outcome studies, Furby, 
Weinfott & Blackshaw (1989) summarised generations of work on treatment 
outcome with sex offenders. The Furby et al. (1989) review included the vast 
majority of studies that were available up to that time. It is a significant landmark 
in the area and, therefore, will be analysed, in detail, in this paper.
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The initial impression on this reviewer, in 1994, of the treatment models reviewed 
by Furby et al. (1989) is that many are currently obsolete and, indeed, several of 
the programmes evaluated no longer existed by the time the review was published. 
Among the casualties were the particular programmes operated at Metro State 
Hospital (California), Atascadero State Hospital (California), the Massachusetts 
Treatment Centre (Bridgewater), Western State Hospital (Washington) and the Sex 
Crime Facility (Wisconsin). This is an important point, in that, although 30 
treatment outcome studies were reviewed, one of these terminated programmes (ie., 
Atascadero State Hospital) alone accounted for more than one third of the total 
number of subjects considered by Furby et al. (1989).
Fifty-five studies (from both primary and secondary sources) were cited in Furby et 
al.’s (1989) review, only fifteen of which were conducted after 1978. Most of the 
studies described treatment programmes that were implemented long before the 
advent of cognitive-behavioural approaches to therapy (eg., Cabeen & Coleman, 
1961). Treatment approaches of that time (eg., milieu therapy; nondirective group 
therapy) bear little resemblance to the present day multifaceted cognitive- 
behavioural programmes.
At Atascadero, for example, during the time period under consideration, fewer 
than 10% of the patients participated in behavioural assessment or treatment 
whereas almost all current treatment programmes employ behavioural interventions. 
Another 25% of the data in the review came from four other programmes 
(Massachusetts Treatment Centre; Avenel, New Jersey; Western State Hospital and 
the Sex Crime Facility) that similarly lacked many of the components included in 
current approaches to the treatment of sex offenders. Evidence is available, for
49
example, that even early cognitive-behavioural programmes were found to be more 
effective than traditional milieu/psychotherapy approaches (Marshall & Williams, 
1975).
Of the thirty treatment outcome studies reviewed by Furby et al. (1989), involving 
treated sex offenders, twenty-four (ie., 80% of the research) involved programmes 
in the U.S. (eg.. Sturgeon & Taylor, 1980; Wolfe & Marino, 1975). Of the twelve 
recividism studies involving untreated sex offenders, only one (8% of the research) 
took place in the U.S. (ie.. Jacks, 1962), whereas ten were conducted in Europe 
(eg., Gibbens et al., 1981; Soothill et al., 1976) and one was performed in Canada 
(ie., Davidson, 1979). Therefore, there is a disproportionate representation of 
recividism studies of treated sex offenders in the U.S. and untreated sex offenders 
in Europe. In addition, interventions used with some "untreated" sex offenders 
(eg., registration and parole supervision) are now considered part of the 
comprehensive set of strategies employed in programmes adhering to the relapse 
prevention model (Laws, 1989; Pithers et al., 1989) and, therefore, these offenders 
would not now be classed strictly as "untreated".
Several of the outcome studies reviewed by Furby et al. (1989) involved at least 
some of the same offenders (which Furby et al. (1989) acknowledged). For 
example, Saylor (1979) included 402 sex offenders treated at Western State 
Hospital between December 1967 and May 1979 and Hall & Proctor (1986) 
followed 342 sex offenders who were treated at the same institution between 1970 
and 1980. Thus, the subjects in Hall & Proctor’s (1986) study include a significant 
subset of those in Saylor’s (1979) publication. In the same way, many of the 475 
subjects treated between 1951 and 1960 at Wisconsin’s Sex Crime Facility and
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included in the report by Pacht, Halleck & Ehrmann (1962) also appeared in Pracht 
& Robert’s (1968) publication concerning 461 offenders treated in the same 
programme between 1951 and 1963. Other overlapping studies are 
Serrill’s (1974) with Prendergast’s (1978) and Frisbie’s (1969) with Dix’s (1976).
In fact, ten of the thirty treatment outcome studies considered by Furby et al.
(1989) involved overlapping populations. The studies were derived from large- 
scale treatment programmes contributing nearly 60% of the 7,000 subjects in the 
research reviewed by Furby et al. (1989). The result of these duplications is that 
similar data are repeatedly counted, making similar conclusions, from ‘different’ 
studies, all the more inevitable (Marshall & Pithers, 1994).
Furby et al.’s (1989) conclusions, from their extensive review, are generally 
pessimistic. They state that "there is as yet no evidence that clinical treatment 
reduces rates of sex offences in general and no appropriate data for assessing 
whether it may be differentially effective for different types of offenders" (pp. 27). 
It is argued that while this conclusion may have been justified, given the studies 
reviewed, it is necessary, having considered some of the difficulties with the 
review, to examine more recent outcome studies to determine whether or not it is 
appropriate to hold the ‘nothing works’ (Schwartz, 1992) stance.
Since the publication of Furby et al.’s (1989) review, several reports have 
evaluated the efficacy of sex offender treatment programmes that employ more 
modern interventions developed specifically for sexual abusers (eg., Maletzky,
1991; Marques, Day, Nelson & West, 1993; Marshall & Barbaree, 1988, 1990; 
Marshall et al., 1991; Pithers & Gumming, 1989; Rice, Quinsey & Harris, 1991). 
The results of these studies are mixed. On the one hand, recent researchers and
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reviewers, draw conclusions, similar to Furby et al.’s (1989), that the effectiveness 
of treatment in reducing sex offender recividism has not yet been scientifically 
demonstrated (eg., Quinsey et al., 1993). On the other hand, there is another group 
of researchers in this area who conclude that some treatment approaches have been 
shown to be effective with some offenders (eg., Marshall & Barbaree, 1988).
The next part of this review will examine these more recent studies to establish the 
extent of the evidence for the effectiveness of current treatment approaches.
One series of articles concerning the treatment of sex offenders recently has been 
published by the research group at the Mental Health Centre at Penetanguishene in 
Ontario, Canada. An initial publication from this group demonstrated the 
ineffectiveness of the Penetanguishene treatment programme (Rice, Quinsey & 
Harris, 1991).
Rice, Quinsey & Harris (1991) report findings from their treatment programme of 
136 abusers (ie., 50 treated and 86 untreated), seen between 1972 and 1983 at a 
maximum security psychiatric institution. All subjects in this study were 
extrafamilial (incest abusers were not felt by the authors to be candidates for the 
treatment employed). Subject selection was influenced by referral and patient 
catchment patterns. In addition, the treated subjects reportedly were drawn from 
men who were institutional residents by virtue of having being found not guilty by 
reason of insanity, or certified as mentally ill. The untreated men consisted largely 
of subjects seen for assessment only. Treatment, for the fifty patients, was limited 
to a brief course of electrical aversion conditioning (twenty sessions on average) by 
one of three paradigms (classical conditioning, biofeedback or signalled 
punishment). Other aspects of the treatment were social skills training for sixteen
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and sex education for twenty-six of the treated sample. Outcome was measured by 
official re-offence data. There was no significant difference in re-offences between 
the treated and untreated groups.
A number of explanations for the lack of treatment effects are proposed. Rice et 
al.’s (1991) choice of treatment efforts regarding deviant sexual arousal seem less 
than satisfactory in light of what is known about deviant sexual arousal. Research 
from their own programme has shown that biofeedback procedures do not reduce 
deviant arousal (Quinsey, Chaplin & Carrigan, 1980) and one of these authors has 
expressed reservations about the effectiveness of electrical aversion therapy 
(Quinsey & Marshall, 1983).
Furthermore, the study was aimed simply at altering deviant sexual preferences 
(aversion therapy, biofeedback training) and did not incorporate many of the 
components which have been utilised in more comprehensive programmes (eg., 
Abel, 1989; Abel & Rouleau, 1990; Maletzky, 1991; Marshall, Earls, Segal & 
Darke, 1983; Pithers, 1990). The lack of these components could explain the poor 
results.
The specific components that Rice et al’s (1991) treatment programme did include 
also seem inadequate. For example, their sex education and heterosexual ski 11s- 
training groups included patients of all types from throughout the institution. This 
suggests that these components were not specifically designed for the particular 
deficits that may contribute to sexually abusive behaviours. In addition to the lack 
of specific relevance of the components, it is thought, from clinical experience, that 
such intermingling of patients may have deterred sex offenders fi^ om openly 
expressing their problems, thereby precluding them from deriving maximal
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benefits.
Another difficulty for the efficacy of the treatment programme is that Rice et al.’s
(1991) patients were returned, after treatment, to wards where there were many 
untreated, deviant offenders, and where they stayed, often for many years, before 
being released without any transitional process or follow-up attention. The lack of 
any systematic after-care may have the effect of eroding any of the benefits which 
may have been gained during treatment. Pithers (1990), for example, reports that a 
critical component of his relapse prevention model is to organise a network of 
friends and family to supervise the offender outside the treatment context. This 
process is believed to give the offenders additional support in managing their 
‘lapses’ so as to prevent them becoming ‘relapses’. This support was not available 
to the subjects in the Rice et al. (1991) study.
Finally, a methodological problem in the study is apparent. Rice et al. (1991) did 
not randomly assign patients to treatment and no treatment conditions and thus 
treated subjects differed from untreated subjects on many of the variables studied. 
Even after matching, doubts remain about the comparability of the groups. For 
example, the fact that untreated subjects, on a brief stay in the hospital, remanded 
only for psychiatric assessment, suggests a lower preexisting risk of re-offence. 
Other studies of the treatment of sex offenders have been reported or reviewed 
(eg., Maletzky, 1991; Marques, Day, Nelson & West, 1993; Marshall & Barbaree, 
1988, 1990; Marshall et al., 1991; Pithers & Cumming, 1989). These studies, 
unlike Furby et al. (1989) and Rice et al. (1991), tend to converge on the more 
optimistic conclusion that sex offenders, who have engaged in specialised 
treatment, re-offend at lower rates than do offenders who have not participated in
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treatment. The studies, however, vary in methodological sophistication and many 
of them do not include a comparison with an untreated group (Abel, Mittleman, 
Becker, Rathner & Rouleau, 1988; Gordon, 1989; Leger, 1989; Maletzky, 1991). 
Those studies that have compared the outcome of treated sex offenders with 
untreated (although not always matched) offenders will now be considered. 
Marshall and his colleagues have evaluated their outpatient treatment programme 
for child molesters (Marshall & Barbaree, 1988) and exhibitionists (Marshall,
Eccles & Barbaree, 1991) at the Kingston Sexual Behaviour Clinic, an outpatient 
treatment facility for sex offenders.
The Marshall & Barbaree (1988) study is notable for its use of an untreated control 
group that was equivalent to the treatment group on a wide range of variables. 
Treated subjects were matched on various offence features (chronicity, sexual 
intrusiveness, forcefulness, number of victims, age of victims) and on various 
demographic features (IQ, educational attainment, age, socioeconomic status) with 
subjects who also sought treatment but were unable to enter the programme. 
Untreated men completed assessment, but resided too far away to participate in 
treatment or eventually decided not to participate. Subject selection was 
determined by referral patterns, and none of the subjects was incarcerated or 
institutionalised at the time of the assessment. Subjects were divided into 
extrafamilial girl molesters, extrafamilial boy molesters and incest girl molesters. 
Treatment consisted of aversive and masturbatory reconditioning for those patients 
demonstrating deviant arousal at assessment (approx. 50% of the extrafamilial 
offenders and 30% of the incest offenders). All received social skills training, 
anger management, treatment of any substance abuse problem, relaxation training
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and cognitive interventions designed to alter dysfunctional beliefs and cognitions. 
Adjunctive therapies for addictions, relationship problems or sexual dysfunctions 
were included by referral. Outcome was measured by recording both official and 
unofficial reports of offences. In addition to police records, Marshall & Barbaree
(1988) had access to the unofficial files of child protection agencies and of the 
police, both of which revealed far more extensive offending than did the official 
data (unofficial reports exceeded their official counterparts by a factor of 2.5:1). 
Across all groups, the treated subjects re-offended at far lower rates than the 
untreated subjects, with untreated subjects about 2.6 times as likely to re-offend. 
Extrafamilial abusers were about twice as likely to re-offend as incest abusers, 
although the size of the treatment effects was approximately the same for both 
groups.
Although these data are impressive, it is important to note that the subjects were 
not randomly assigned to treated and untreated groups and it is possible that there 
was some self-selection by the subjects into treatment and non-treatment groups. 
The most methodologically sophisticated study reported to date is that by Marques 
and colleagues at the Sex Offender Treatment and Evaluation Project at Atascadero 
State Hospital in California (Marques, 1991a, 1991b, Marques et al., 1989; Miner 
et al., 1990). These researchers have divided their subjects (incarcerated rapists 
and child abusers) into three groups: matched volunteers who were randomly 
allocated to treatment or no treatment and non-volunteers who were matched with 
the volunteers. Treatment is comprehensive and "state-of-the-art", using intensive 
cognitive-behavioural interventions based upon a relapse prevention model, with 
aftercare in the community. Preliminary findings indicate that treated subjects
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show gains relative to the control groups in terms of fewer cognitive distortions as 
measured by two scales of the Multiphasic Sex Inventory (MSI: Nichols & 
Molinder, 1984): The Cognitive Distortions and Immaturity (CDI) Scale and the 
Justifications (J) Scale. For the treated group, significant differences were found, 
pre and post treatment, on both scales. When the treated group was compared with 
the untreated group a non-significant trend in favour of the treated group was 
found. When treated and untreated child abusers were compared with each other a 
significant difference was found, with the treated group scoring lower on both 
scales. No significant differences were found between the treated and untreated 
rapists, however. Defining re-offence as any arrest that resulted in a participant 
being re-incarcerated, preliminary follow-up data tend to favour the treated group 
(8% re-arrest rate) over untreated (20% re-arrest rate) and non-volunteers (21% re­
arrest rate) (Marques, 1991b; Miner et al., 1990). Consistent with a relapse 
prevention model, treated subjects demonstrate a significantly increased latency to 
re-offend (both sexual and nonsexual) compared to the other groups (Marques, 
1991a).
The random allocation of subject into treatment and no treatment groups is seen as 
a positive feature of this study. Ironically, the researchers were forced to do this as 
a limited set of funds was allocated to treat sex offenders, and this was far from 
sufficient to treat all of them. Accordingly, volunteers for treatment are being 
randomly allocated to treatment or no treatment. Thus, circumstances beyond the 
control of the researcher imposed this design rather than some calculated aim at 
scientific idealism. Although the recidivism rates are impressive, it should be 
noted that the treated offenders remained essentially in treatment over the follow-
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up period. They were required to attend at least two sessions each week of 
individual counselling and to be involved in any other programmes deemed 
necessary (eg., family intervention, behaviour therapy for deviance). The real test 
of the value of this programme will have to wait until these offenders have been 
discharged from the aftercare programme for at least four years.
There are now several examples in the sex offender literature (Furby et al., 1989; 
Gordon et al., 1991) that make the point more generally noted in the treatment 
literature (Foa & Emmelkamp, 1983) that treatment refusers and dropouts should 
not be ignored in considering treatment efficacy.
Studies have been investigating factors that discriminate between those offenders 
who complete treatment programmes and those who do not and are providing some 
consistent findings. Gully, Mitchell, Butter & Harwood (1990), for example, 
examined a residential treatment programme and found that completers were 
typically more socially competent with both male and female peers; displayed more 
social/sexual skills and were more likely to be incest rather than extrafamilial 
offenders.
Specifically, in relation to incest offenders, Chaffin (1992) reports that personality 
disturbance has been found to predict completion of outpatient treatment.
Offenders with greater levels of personality disorder were found to be less than 
half as likely to complete as those not manifesting personality disturbance. It 
would appear from these results that those who need treatment most are least likely 
to comply.
Evidence that completion is associated with outcome (or reconviction) is also 
accumulating. Owen & Steele (1991) report that 25% of those incest offenders
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who dropped out of treatment went on to be reconvicted for a sexual offence 
compared to 5% of those who completed their programme. Marques et al. (1992), 
in their study, found 33% of treatment drop-outs to be reconvicted for a sexual 
offence as compared to 5% of cases who completed at least a year of treatment. 
They determined that reconviction was associated with the lack of attainment of 
specific treatment goals. The continuing presence of cognitive distortions, 
sensitivity to high risk situations and performance on key skills, such as 
construction of decision matrices, were linked to higher reconviction rates. At 
present it is unclear whether it is the attainment of these specific treatment goals or 
just co-operation with treatment that leads to a lower risk of re-offending.
There is no evidence, as yet, for the merits of specific features of cognitive- 
behavioural programmes. There are no data relating to the optimal numbers of 
hours of treatment for delivery over the suggested minimum period of nine to 
twelve months. The training of staff, resourcing of programmes and support of 
management are thought by many to be important to the success of the treatment 
programmes (Stephenson, 1991). Research is unable, at present, however, to 
inform us precisely how and to what degree these features are important. Fordham
(1992) argues that it may not be possible to assess the contribution of individual 
components of programmes to reductions in re-offending. Barker (1994) argues 
that unless such components can be shown to be contributing directly or indirectly 
to the effectiveness of the programme in reducing re-offending, there is little point 
in continuing to include them in treatment. It is acknowledged, however, that there 
are significant methodological problems in resolving this debate.
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CONCLUSIONS AND RECOMMENDATIONS
CONCLUSIONS
Having reviewed the evidence available in the literature, what conclusions can be 
drawn on outcome studies on sex offender treatment, in answer to the question 
"Does this treatment work?"
The first conclusion is that one’s interpretation of whether data are favourable or 
not depends upon one’s methodological stance. Those researchers requiring strict 
criteria to be met believe that treatment efficacy has yet to be adequately, 
scientifically demonstrated (eg., Quinsey et al., 1993). Those who do not set such 
high standards for methodological rigour believe that data exist which demonstrate 
treatment efficacy (eg., Marshall, 1993).
The data from studies, which the latter group use in their argument, support the 
effectiveness of certain treatments with certain patients.
Regarding the types of treatment, tendencies towards favourable outcomes have 
been found in studies using multimodal approaches rather than those with limited 
interventions (Marques, 1991; Marshall & Brabaree, 1988). These programmes 
have included the following components:
- behavioural techniques addressing sexual arousal patterns
- relapse prevention techniques (Laws, 1989)
- cognitive and group approaches targeting a variety of social and attitudinal areas 
(ie., cognitive distortions, social skills, victim empathy, sexual knowledge). 
Regarding the type of offenders, treatment programmes with outpatients (eg., 
Marshall & Barbaree, 1988) have tended to support their effectiveness but not with 
more severe, inpatient populations (Rice et al., 1991), especially when treatment is
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limited and long-term follow-up is uncertain for this latter group.
Furthermore, while some studies have shown that specialised treatment programmes 
result in diminished recividism rates for child abusers and rapists in comparison to 
untreated samples, the reduction in recividism rates is greater for child abusers than 
for rapists (Marques, 1991a; Marshall et al., 1991).
It is concluded that most studies in the area of sex offender outcome research do 
contain methodological flaws and that the most methodologically sophisticated are 
relatively recent and require longer follow-up periods. It is clear, form the 
literature, however, that these problems are being highlighted and that researchers 
are making significant efforts to minimise these difficulties in an area which 
presents many problems for the researcher.
RECOMMENDATIONS
Given that many problems for the researcher have been identified, this review will 
end with a number of recommendation for improving the quality of sex offender 
outcome research.
Carefully controlled investigations of treatment efficacy are recommended. It is 
important to strike a balance between adequately "controlled" and "over" controlled 
studies. While controlled, structured approaches to outcome research can yield 
information about the characteristics of those clients who derive the greatest and 
least benefit from a specific treatment and can provide an indication of whether the 
intervention has an effect in general, "over" controlled studies can result in an 
underestimation of actual treatment effects.
This point is perhaps best illustrated by a clinical example. In clinical practice, 
specific interventions are selectively invoked on the basis of the client’s needs at
61
that moment in time. Selection and introduction of interventions responsive to the 
client’s changing needs over time are essential elements of maximally effective 
therapy. Too highly structured or "over" controlled outcome studies, requiring 
clients to take part in time-limited, inflexibly sequenced interventions are likely to 
underestimate the potential effectiveness of treatment. This research strategy also 
neglects the reality that clients change at different rates because of differences in 
motivation, problem severity and personal resources (eg., cognitive skills, 
emotional access).
Research should to be directed at identifying the functional characteristics of sex 
offenders associated with differential therapeutic outcomes. If functional 
differences are discerned, existing treatment methods may be modified and/or new 
models developed to address the characteristics associated with less favourable 
outcome.
In outcome studies, it is recommended that the roles of treatment provider and 
treatment evaluator should be performed by separate professionals. In the absence 
of this separation, a conflict of interest will always be apparent, regardless of the 
professional’s actual degree of integrity. Heightening this concern is the fact that 
all existing sex offenders treatment outcome studies have been conducted within a 
single setting, typically by the same individuals who conduct the treatment. 
Treatment outcome studies should be conducted across several sites to enhance 
generalisability of the findings.
The importance of aftercare within the context of overall treatment for sex 
offenders should be investigated. Aftercare is often seen as part of the 
‘management’ rather than the ‘treatment’ of the offender and, therefore, in practice,
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is often seen as a separate enterprise. As one of the major management issues is 
the application of external controls, laying out clearly defined boundaries and 
behavioural controls for the offender (Kaul, 1993), it follows that aftercare could 
be an important part of the overall relapse prevention model of treatment for the 
sex offender.
Many problems were identified, in this review, pertaining to the use of recividism 
rates as the outcome measure in treatment efficacy studies (eg., problems obtaining 
comprehensive information; variety of definitions used; effects of plea bargaining). 
It is recommended that using actual offence descriptions would be a more accurate 
way of measuring recividism, rather than the official (and sometimes unofficial) 
police records which are regularly used in studies.
Indeed, recividism alone is not considered, by this reviewer, to be an adequate 
method of assessing treatment efficacy. It is recommended that more sensitive 
indicators of maintenance of therapeutic change are needed. Sensitive indicators of 
therapeutic change and "lapses" into precursors to abuse should be used in sex 
offender treatment outcome studies. Objective measures of response to treatment 
are a vital part of any sex offender treatment programme. These measures should 
include manifestations of denial and minimisation, frequency and intensity of 
sexually abusive or violent fantasies, degree of social intimacy, experience of 
"lapses", or scores on paper-and-pencil assessment procedures that measure 
precursors to sexual abuse (eg., dominance motivation, cognitive distortions). 
Monitoring change on these measures, over time, as well as using recividism rates 
would provide potentially useful data for understanding sex offending.
It is recommended that researchers should consider the potential use of meta-
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analysis in examining studies, in the future. Meta-analysis is a procedure that 
organises and combines quantitative information about a group of studies where 
each study is considered as a single element. The information of interest in meta­
analysis is the average effect size (reflecting, for example, how much the treated 
and control groups differ across all studies), the variability of effect sizes and the 
study characteristics (moderators, such as length of follow-up or treatment settings) 
that might create variability in effect sizes. The use of meta-analysis should 
encourage more evaluative research as every experimental or quasi-experimental 
study helps the field to reach a definitive scientific conclusion.
Previous reviewers (eg., Furby et al., 1989) thought it inappropriate to conduct a 
meta-analysis on the results obtained from the studies they reviewed. The reasons 
for this include the large number of studies in which the sample selection 
procedure was inadequately described and for which the recividism measure was 
inadequately defined. These factors made it difficult to establish comparability of 
studies, which is necessary for the combining of their results to be meaningful. It 
is recommended, therefore, for proper analyses, including meta-analyses in the 
future, to be conducted on the outcome research, researchers should report those 
aspects of their studies in adequate detail.
Having conducted this review, it is apparent, to this reviewer, that it is vital that 
studies need to be reported in such a way as to provide specific information on 
important aspects of the studies such as sample size, type of offenders treated (ie., 
complete description of the target population) and selection procedures, treatment 
procedures used, the data collection procedure, and objective outcome data over at 
least one year post-treatment period.
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Finally, in a survey of treatment programmes, Knopp et al. (1992) found that there 
were over 1,500 treatment programmes for sex offenders in the U.S. alone. The 
question this raises, for this reviewer, is where is the evaluative research from these 
treatment programmes? It is expected that there must be a wealth of information 
from these programmes which is either not being written up or which is not being 
published in the literature. With the increasing number of sex offenders now 
receiving treatment, there are excellent opportunities for keeping clinicians and 
researchers alike informed of the outcome of treatment programmes so that 
treatments may evolve and be modified to increase their effectiveness. It is 
recommended that clinicians write up more and relevant journals publish more, 
including negative findings!
In the UK, for example, with the relatively recent developments in sex offender 
treatment, in the prison system, there are also many possibilities for conducting 
well controlled studies on outcome. One advantage in favour of high quality 
research being produced from these developments is that there may be a no 
treatment control group available naturally which could be used for comparison and 
research purposes. The group consists of those offenders whose time left to serve 
in prison is sufficient for assessment but not for treatment. Additionally, there 
appears to be ideal opportunities for researchers, in the U.K., to standardise 
measures and pool evaluative data. It is recommended that they take this 
opportunity and use it to its maximum potential. This reviewer eagerly awaits the 
results of future treatment outcome studies, from the U.K. (and the U.S.) and is 
encouraged by the directions in which research is moving.
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CRITICAL REVIEW THREE:
CONTINUING PROEESSIONAL DEVELOPMENT (CPD) IN 
CLINICAL PSYCHOLOGY: A CRITICAL REVIEW.
CONTINUING PROFESSIONAL DEVELOPMENT (CPD)
IN CLINICAL PSYCHOLOGY: A CRITICAL REVIEW. 
INTRODUCTION
For the purposes of this review, Continuing Professional Development (CPD) is 
defined as 'the systematic maintenance, improvement and broadening of knowledge 
and skill and the development of personal qualities necessary for the execution of 
professional and technical duties throughout the practitioner’s working life’ (Miller, 
1990). Essentially then, CPD involves activities which maintain and improve 
professional competence and all professions should have some form of CPD.
The purpose of this review is to focus on CPD within the profession of Clinical 
Psychology. To review the process of CPD in Clinical Psychology the overall role 
of the British Psychological Society (BPS) and its Divisions (especially the 
Division of Clinical Psychology, DCP) will be considered. Activities of Regional 
DCP CPD Sub-Committees will also be described. Finally, conclusions on CPD 
within the profession will be drawn and future directions will be highlighted. 
PROFESSIONAL LEVEL
Welsh & Woodward (1989) define a professional as "a person who makes his/her 
livelihood by the apphcation of a particular and unique set of knowledge and 
skills" (P: 13).
Bindley (1992) argues that the idea of being professional implicitly incorporates the 
concept of CPD and that most professionals consider that updating and extending 
their range of skills and knowledge is an integral part of their own professionalism. 
The reasons for engaging in CPD are many and varied. Welsh & Woodward
(1989) and Miller (1990) identify a number of reasons why CPD is important.
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These are: safeguarding standards; promoting quality assurance; increasing 
consumer awareness; limiting indemnity insurance; using it as a marketable asset in 
competition; improving the public image of the profession; aiding career 
development; increasing job satisfaction and incentive to recruitment and retention. 
Professionals are usually members of a professional body (eg., accountants, the 
Institute of Chartered Accountants; solicitors. The Law Society; architects, the 
Royal Institution of British Architects). Professional bodies increasingly are 
making public statements about the conditions which ensure that members can 
continue to practice within that professional body. Welsh & Woodward (1989) 
found that twenty-four of the one hundred and twenty-three professional bodies 
which they surveyed have outlined a minimum amount of CPD for their members 
and seven of these have mandatory schemes. Sixty other professional bodies 
include maintaining and updating professional competence in their code of conduct 
but do not stipulate the amount. Examples include The Law Society, the Institute 
of Structural Engineers and the Institute of Chartered Accountants which have 
established a "points" systems for CPD in which members undertake to collect a 
number of points each year. Each member of the profession has a personal log 
book for keeping a record of their CPD activities. The different forms of CPD are 
allocated different numbers of points.
A new CPD development project, based at Lancaster University and funded by the 
Training, Enterprise and Education Directorate is looking at the kind of learning 
models which would best stimulate demand for CPD across a wide variety of 
professions. The project aims to recruit young professionals (those under forty) 
from a number of sectors and speciahsms, in the North-West, to explore a range of
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CPD tools and to identify, develop and implement the most appropriate methods 
for CPD. The project is also considering how employers should support CPD; how 
to access information about CPD; its role in total quality management and how it 
may be accredited. The focus of the project is firmly on CPD for professionals 
and it is also considering the role of the professional bodies.
The professional body for psychologists, in this country, is the British 
Psychological Society (BPS). The founding of the BPS, in itself, has been a step 
in the overall establishment of psychology as a profession. Furthermore, the 
establishment of a register of Chartered Psychologists aims to make explicit, to 
psychologists and the public, the qualifications and experiences that are required 
for achieving Chartered Psychologist status.
After chartering, however, the BPS has not developed a systematic approach to 
professional development which clarifies the level of experience of CPD that is 
expected of Chartered members.
The BPS is addressing the issue, however, and there is currently a debate taking 
place within the society and its Divisions regarding its policy on the extent to 
which CPD should be voluntary, obligatory or compulsory.
Voluntary CPD means that a practitioner is free to choose whether or not to engage 
in CPD activities. The implications of voluntary CPD are that there is no 
requirement by the professional body for the membership to be kept updated; there 
are no professional sanctions against members who do not develop their 
professional competence and the public have no protection from out of date 
practitioners. The consequences of such a system are that the practitioner may not 
have evidence of competence and the professional body is not seen as protecting
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the public from poor standards of practice by its members.
Obligatory CPD indicates that the practitioner is obliged to engage in CPD 
activities by an ethical requirement in the Code of Conduct of the professional 
body. Members could be disciplined if they do not fulfil their requirements but 
there is no ‘legal’ requirement. The implications of obligatory CPD are that it is 
the responsibility of the individual members to remain updated and practising 
within their competence; records of CPD are kept by individuals for their own 
protection and as support for their own competence and the professional body may 
make random checks if it so desires or even police the CPD records. The 
consequences of such a system are that the responsibility for CPD remains with the 
individual practitioner; the professional body need not set up a system for 
monitoring the uptake and CPD is likely to be tailored to the individuals own 
needs.
Compulsory/mandatory CPD implies a legal requirement and ensures that a 
practitioner will be disbarred if he/she does not engage in CPD activities. This 
system is usually found in those professions where the members cannot practice 
without being a member of the professional body. The implications of compulsory 
CPD are that the professional body must enforce uptake of CPD and ensure that 
members fulfil their requirements; members must take up the required amount of 
CPD, record it and register this with the professional body; the professional body 
must set up a system for accrediting courses and policing individual records; all 
CPD needs to be observable and number of hours, days and other units could be 
inflexible. The consequences of a compulsory system are that CPD could become 
focused upon input rather than outcome; record keeping could become more
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important than the CPD activities themselves and courses when accredited could 
become expensive.
Currently, the BPS’s Code of Conduct requires psychologists to "endeavour to 
maintain and develop their professional competence..." (Section 2, Page 1). This 
places an obligation on Chartered Psychologists to "endeavour" to engage in some 
form of continuing professional development, but, this can take place, essentially, 
on a voluntary basis.
If CPD is to be taken more seriously and is to be engaged in more widely, by 
psychologists, clearer guidance from the BPS about how they maintain and extend 
their knowledge and skills is required. A voluntary system is not sufficient to 
establish quality standards which all members achieve and thus cannot ensure that 
all members are competent in their area. On the other hand, a compulsory scheme 
would appear to be going too far, too soon, in the opposite direction. One issue 
would be the level of funding that would need to be available from employers in 
order to support this requirement. If employers are expected to fund their . 
employees to engage in CPD activities on a compulsory basis they may chose to 
employ non-chartered psychologists who do not have this arrangement attached. 
Thus, the views of employers of psychologists, on this issue, should be surveyed 
prior to the introduction of a compulsory scheme. The most appropriate system 
would appear to be one in which CPD is obligatory but with a clear statement from 
the BPS as to the exact nature of this requirement.
An initiative which the BPS has taken, specifically in relation to promoting CPD, 
is the setting up of the Standing Committee on the Co-ordination of the Continuing 
Professional Development of Psychologists (SCCCPDP) by the Membership and
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Qualifications Board. The BPS Divisions, which have tended to undertake the 
responsibility of CPD within their own fields, are represented on the committee as 
are the areas of research and teaching. The terms of reference of the committee 
are that it should:
...‘provide an opportunity for the co-ordination of, and exchange of information 
about, the work of Divisions and other relevant subsystems on continuing 
professional development and ... take what additional initiatives the Standing 
Committee considers appropriate to further the continuing professional development 
of psychologists, as well as keeping the Membership and Qualifications Board 
(MQB) advised on BPS policy on CPD’ (Hayes, 1990). Hayes (1990), the then 
Chair of the SCCCPDP, identified the committee’s job as one which involves 
establishing a climate in which a systematic approach to CPD is recognised as a 
normal part of professional practice, both within the profession and by those who 
employ professional psychologists.
The SCCCPDP developed a model for working towards the general recognition and 
implementation of CPD within the profession. The model was described in an 
article (co-ordinated by Elton Wilson, 1992) in ‘The Psychologist’ (the November 
1992 issue, was devoted to the topic of CPD). The model proposes four phases 
and these are: consciousness raising; the development of individual plans and 
structures; the development of BPS recommendations and the development of 
professional structures for CPD. The article also included reports from the 
Division’s representatives which indicated the variety of activities in which they 
were involved. (The activities of the Division of Clinical Psychology (DCP), will 
be reviewed in detail below). The November 1992 issue of ‘The Psychologist’ also
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included a report from the CPD Symposium at the BPS’s London Conference in 
December 1990 (Perkins, 1992). The symposium had been organised by the 
SCCCPDP and was an important event in increasing the profile of CPD within 
psychology.
Another of the early tasks which the SCCCPDP undertook, in 1990, was a survey 
of the views of psychologists to find out what they thought about CPD in general, 
and to provide a means of raising the consciousness of psychologists by 
encouraging them to give some thought to how their own professional development 
might be manifest.
Over fifty copies of a questionnaire were sent to each Division and Special Group 
within the BPS. The total number of responses was 353. The largest number of 
responses from a Divisions was from the Division of Clinical Psychology (DCP) 
with 165 (47%) responses, followed by the Division of Educational and Child 
Psychology (DECP) with 89 (25%) responses. The results of the survey are 
discussed by Hayes (1992) and are summarised as follows:
Almost all respondents (84%) requested recommendations from the BPS as to what 
targets would be suitable to be achieved on an annual basis, while less than one 
third (33%) responded that they would find acceptable a compulsory system, with 
minimum requirements.
Although respondents rated their own needs as ‘very important’ (82%), the 
majority did rate other needs as ‘very important’ also (eg., those of their 
manager/employer (56%), those of the professional field or BPS Division (56%) 
and those of the psychological profession as a whole (50%)). This result suggests 
that respondents thought that CPD has wider implications than just satisfying their
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own needs.
The two most popular choices of respondents, when asked which type of system of 
CPD they would prefer in the future were a formal system which would be used in 
professional reviews (83%) and a guided system dependent on the individual 
(78%). The least popular choices were a formal system which would be used in 
professional gradings (25%) and a formal system which would be used for the 
Practising Certificate (20%).
Three forms which CPD might take are: ‘on the job’; ‘training events’ and 
‘structured learning’. Almost all forms of ‘on the job’ CPD were rated as valuable 
(group mean rating = 562.8). These included supervising (759); teaching (579); 
practice (631); being supervised (674); practice review (651); research (682); job 
exchange (541); structured research time (673); home reading (465) and 
committees (536). Supervising others was rated highest and home reading was 
rated lowest. The ‘training events’ category was rated higher (group mean =
737.8) than ‘on the job’ CPD. Conferences were rated as least valuable (653) and 
specifically organised training events (eg., internal (756); external (828); short 
courses (814); study visits (638)) were rated higher. All of the ‘structured 
learning’ options (eg., longer courses (669); higher degrees (688); published 
research (607); distance learning (602); sabbaticals (619); paid educational leave 
(573)) were rated as being potentially useful (group mean = 626.3).
More recently, the SCCCPDP organised that in the first quarter of 1994, the BPS 
office would circulate a CPD questionnaire to one in ten members who were 
renewing their certificates of professional practice. The questionnaire was based on 
one used in a survey conducted by the DCP. Modifications were made by the
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members of the SCCCPDP in order to obtain information on current practice 
regarding CPD; the amount of CPD members undertake and members’ involvement 
with and reactions to different sorts of CPD. The results of the survey have not 
yet been published and, therefore, a review of the data is not possible at this time.
It is expected that the findings from the survey will be published in ‘The 
Psychologist’ in early 1995.
BPS DIVISIONAL LEVEL
The Divisions and Special Groups of the BPS have tended to undertake the 
responsibility for CPD within their own fields. This arrangement works well as the 
Divisions and Special Groups are more aware of what is appropriate for their 
members’ professional practice.
It appears that the Division of Educational and Child Psychology (DECP) picked 
up on the issue of CPD earlier than the other Divisions and has been a most active 
Division in this regard. A full review of CPD in Educational Psychology is 
beyond the scope of this paper and it is sufficient to note that the DECP produced 
a working party report in 1987 and much has been written about CPD for 
Educational Psychologists since then (eg., Crespi & Rigazio-Digilio, 1992; Miller, 
1989; Miller, Watts & Frederickson, 1988; Presland, 1992, 1993; Reason, 1992; 
Watts et al., 1987).
The Division of Clinical Psychology (DCP) has been promoting the concept of 
CPD in recent years with publications on the topic appearing in the ‘Clinical 
Psychology Forum’ (eg., Aggus, 1994; Cormack, Nichols & Walsh., 1991; Faire, 
1991; Milne, 1993; Philcox et ah, 1994; Webster, 1993) and with others in 
preparation (Harmon & Callanan, in press).
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The Division of Clinical Psychology (DCP) has established a Sub-Committee on 
Continuing Professional Development. One of the main initiatives from the DCP 
CPD Sub-Committee is the publication of a set of ten principles or commendments 
which were developed to offer guidance to members on CPD (Miller, 1991). The 
initiative was taken following a survey of four branches of the DCP which was 
designed as a means of assessing members’ awareness of the issues.
The findings indicated that there was considerable support for clear 
recommendations on standards for CPD. The ‘Ten Commendments ’ were then 
produced as a step towards a policy on CPD. They are:
1. Every clinical psychologist should have a minimum entitlement of ten days per 
year to be allocated to activities specifically identified as CPD.
2. Every clinical psychologist should have the opportunity to receive organised
supervision or peer support throughout his or her career.
3. Every clinical psychologist should receive an induction training in supervision
before undertaking the role of clinical supervisor and should receive refresher 
training in supervision at least every three years.
4. The identification of development needs and priorities should form an important 
part of an annual professional review procedure for all clinical psychologists.
5. Chnical psychologists with a responsibility for implementing professional 
review procedures should have undertaken specific training for this role.
6. CPD policies and strategies should be clearly incorporated in both initial job 
descriptions and performance review criteria.
7. Newly qualified entrants to the profession should be employed in a job which 
has been explicitly structured to encourage and facilitate CPD.
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8. Clinical psychologists should have the opportunity to be updated in and 
contribute to the development of the applied and scientific knowledge base of 
the profession.
9. CPD programmes should include the application of clinical psychology to care 
settings, incorporating management and organisational perspectives in addition 
to clinical considerations.
10 Clinical psychologists should keep a log or record of their CPD experiences. 
Many of the DCP CPD Sub-Committee’s activities have centred on 
operationalising the ‘Ten Commendments’. The Sub-Committee undertook a 
national survey to ascertain how far policy and practice met the suggested 
guidelines (Barlow & Cohen, 1991). Eighteen DCP Branches were sent 
questionnaires and thirteen branches responded.
Results from the survey indicate that there were Regional Committees specifically 
concerned with CPD in eight branches. Barlow & Cohen (1991) reported evidence 
of clinical psychologists engaging in a wide range of training and study to develop 
their professional skills and knowledge as they progress through their careers.
There was an organised programme of events based on a conscious rationale in 
only a minority of the responding branches. This had official backing in the way 
of funding in a smaller number still and funding was under threat in areas which 
had this available to them. In only five branches there was a special programme of 
events for new entrants to the profession. Even fewer had programmes for more 
experienced clinical psychologists, so development throughout the career was not 
facilitated in a consistent way. It was very rare for the requirement for CPD to be 
written into job descriptions, except in a very general sense and the opportunity for
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CPD was not specified in terms of time. The practice then seemed to fall short of 
the ‘Ten Commandments’.
A more recent update on the developments of the commendments, since they were 
drawn up, reveals that, in relation to the minimum number of days, the DCP has 
requested the Manufacturing, Science and Finance (MSF) union to ask the joint 
secretaries of the Whitley Council to consider including statements about CPD in 
their joint secretaries letter. Aggus (1994) suggested that this might not be 
achieved as "Whitley Council is becoming less prescriptive and is likely to 
disappear" (P: 43). Although the minimum number of days is a useful yardstick by 
which psychologists can measure the amount of time allocated to CPD, time is not 
necessarily the most appropriate measure to use. This shifts the focus to quantity 
rather than quality of the CPD activity. It would be more appropriate to focus 
upon the product of the CPD activities and upon what the psychologist has gained 
from them. It is acknowledged, however, that this is not a straight forward task 
and is one which would require much consideration.
A questionnaire about clinical supervision (commendments 2 and 3) has been 
recently distributed to course organisers. The results, however, have yet to be 
published.
A survey of the DCP’s members, by the DCP CPD Sub-Committee has been 
conducted regarding the implementation of IPR schemes (commendments 4, 5 and 
6). Clayden & Skinner (1994) report that two thousand questionnaires were sent to 
members and two hundred and fourteen were completed and returned. Two 
hundred and eleven respondents had a formal IPR. It is thought that the large 
number of non-responders to the questionnaire had no experience of the IPR
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system and so did not respond. Those that did respond thought that the system 
was useful both for the reviewer and the reviewed. Reviewers are concerned about 
being properly prepared for the task. IPR reviews concentrate on job performance 
with a minority of respondents indicating that CPD was considered during the 
process. If evidence of CPD is to become part of continuing registration, then IPR 
is one possible way of helping to regulate the system. The IPR system is liked by 
those who participate both as reviewers and reviewed.
The DCP CPD Sub-Committee’s rationale for concentrating on such issues is that 
it believes that the best way forward for CPD is to create a climate whereby CPD 
is seen as an essential part of a clinical psychologist’s jobs and is thus built into 
their contracts and performance reviews. It is worth noting, however, that this has 
implications for funding and although CPD is written into job descriptions this 
does not always mean that it will take place and, indeed, if it does, it may not 
always be at the cost to the employer.
The DCP CPD Sub-Committee has also been working on producing a method of 
recording the CPD activities in which its members engage (commendment 10).
This links in with Phase Two of the model, proposed by the SCCCPDP, which 
relates to the development of individual plans and structures for CPD. The CPD 
Personal Record for chnical psychologists is being compiled and is soon to be 
published. The Personal Record of CPD prepared by the DCP Sub-Committee is 
modelled closely on the DECP version which will soon be available to all DCP 
members. The DECP’s Personal Record of CPD is a step-by-step guide to help 
individual psychologists plan and record their own CPD. Step one involves setting 
the context and identifying needs for CPD. The second step deals with the aspect
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of prioritising for individual development using a priority list. The third step 
describes how to select and implement development activities and the final step 
deals with recording and evaluating the extent to which identified needs are met. 
The Division of Occupational Psychology (DOP) has also produced a draft of a 
Personal Logbook for CPD along similar lines.
The DCP CPD Sub-Committee is also involved in the implementation and 
modification of a system in which training courses aimed at clinical psychologists 
are scrutinised in terms of their suitability for CPD. Organisers of short courses 
can apply to the Sub-Committee for "recommendation". If it is granted it means 
that the course is recognised as appropriate CPD for clinical psychologists. There 
is a more rigorous procedure for the "accreditation" of longer courses (one year 
full-time study or equivalent).
A review of this aspect of the DCP CPD Sub-Committee’s activities indicates that 
the distinction between courses to be accredited and those to be recommended 
might be inadequate if based solely on the duration of the course. There are some 
substantive courses (eg., courses in cognitive psychotherapy) which require on-site 
visits, as necessary for accreditation, but which are not of one academic year 
duration. The usefulness of this distinction should be reviewed by the Sub- 
Committee. Some of the criteria for the assessment of the courses could be seen 
as weak. In particular, the feedback mechanisms which are required from 
participants regarding their knowledge and skill acquisition, for short courses, are 
less rigorous than for longer ones. There is no reference to the teaching 
competence and/or experience of the course presenters and the only criterion is that 
they "should be of appropriate professional standing" (4.11). Furthermore, a
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criterion requires that the course "should have a firm venue" (4.10). This appears 
to exclude distant learning arrangements. The United Kingdom Inter Professional 
Group Survey on Continuing Professional Development states that several of the 
Health professions are developing distance learning packages and psychology 
should not be excluding such possibilities. ‘On the job’ forms of CPD are not 
covered by the system and so the mechanisms for maintaining quality control are 
not fully inclusive.
It is the case that few applications are being made to the Sub-Committee for 
"recommended" status. Having made such an application earlier this year for a 
minor course, it is suggested that part of the reluctance of course organisers, in 
applying, could be due to the lack of any clear benefits (for the cost) of courses 
having the "recommended" logo over those that do not.
The DCP CPD Sub-Committee is proposing a system whereby all courses could 
award a determined number of CPD credits to successful course participants. The 
credits could then be linked to the award of the Practising Certificate. This system 
might encourage more course organisers to apply for "recommended" or 
"accredited" status as the benefits could be passed on to each successful participant. 
The participants can benefit from the knowledge that receiving the Practising 
Certificate involves more than just paying the annual fee. The BPS would then 
have a means of demonstrating to employers and the pubhc that standards of 
professional competence are being maintained by its members with Practising 
Certificates. The members would also benefit as they would have a basis for 
negotiation for training and updating. It is important, however, that if CPD is to be 
linked to the award of the Practising Certificate, then it is essential that
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Registration becomes a requirement for employment before this can be 
implemented adequately.
The BPS is in fact considering applying this system of accreditation and 
recommendation to all CPD courses across the profession and this would help to 
establish standards for CPD courses across all areas rather than just one Division. 
CONCLUSIONS
CPD in Clinical Psychology has been reviewed. A examination of the available 
published and unpublished hterature on the subject has provided an account of the 
relevant activities of the professional body, the BPS, and its Division of Clinical 
Psychology (DCP).
It is clear from the review that there is a significant lack of debate regarding some 
important issues for CPD, such as the most appropriate models of learning which 
could be applied, especially with adult learners, taking account of different learning 
styles (Cross, 1982; Rogers, 1986). There is also a lack of exploration regarding 
the most appropriate content of CPD activities for psychologists (ie., what 
knowledge and skills should be taught and what ones are more important than 
others). The BPS needs to start to debate these issues and to make some 
recommendations for those who are involved in CPD.
The BPS also needs to develop a clear policy statement as it is incumbent upon the 
BPS to develop a structure for CPD within which its members can develop their 
skills and knowledge. Stated guidelines would have the advantage of setting 
standards against which individuals could set their own targets for CPD. To do 
this adequately there will be resource implications in terms of staffing, funding and 
time. It is hnportant to look to the CPD systems in other professions and to
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compare and contrast these in order to arrive at an appropriate and workable 
system for professional psychologists. It will be vital that psychologists have the 
opportunity to feed their views into the decision-making system.
Within the DCP, the issue of whether the Practising Certificate becomes contingent 
upon CPD will also require wide debate among its members. It appears that the 
DCP Sub-Committee is moving in this direction despite the results of the 
SCCCPDP survey (Hayes, 1992), which suggested that this was the least favoured 
system of CPD. Whether views remain the same or have changed needs to be 
established before any changes in the system are introduced. It does seem clear, 
however, that the awarding of the Practising Certificate should be linked, in some 
way, to CPD. There is a sense of dissatisfaction, among many members, regarding 
the Practising Certificate as it stands at the moment, in that, it is seen as another 
way for the BPS to take money while giving little in return. There is a real need, 
therefore, to give the Practising Certificate some clout among employers and 
members and this issue should also be tackled along with the proposal to link it 
with CPD.
It is argued that a compulsory system of CPD would be premature, at this point, as 
it is not clear whether the current structures, within the DCP and BPS, could 
support such a demanding load. A wider debate also needs to take place to gamer 
the members’ views prior to any changes that might be introduced. Promotion of 
CPD is needed still and the DCP has a role to play in carrying this forward.
It appears that in some Regions the DCP Branches are becoming less active in 
setting up CPD and Post-Qualification Training events and that this is becoming 
the remit of Regional CPD Committees (eg., in South Thames (West) Regional
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Health Authority Continuing Professional Development Committee). From the 
results of surveys (eg., Barlow & Cohen, 1991) it is clear that some Regions do not 
even have an organised programme of CPD events. It does seem, then, that before 
CPD becomes linked to the Practising Certificate, or even compulsory, the 
provision of CPD events in all Regions, for all members needs to be reviewed. 
There seems httle point in making CPD compulsory if the opportunities are not 
there for psychologists to take up.
The South Thames (West) Regional CPD Committee has recently distributed a 
CPD questionnaire to clinical psychologists in the Region, similar to the South 
Thames (East) survey, reported by Harmon & Callanan (in press). It is important 
that Regions obtain psychologists’ views through these surveys to establish the 
needs for CPD and the ways in which CPD can be provided. This will help the 
BPS and local CPD providers to be better informed.
During the time that it will take for the BPS and the DCP to consult and consider 
the issues and implications of changing the status of CPD within the profession, 
clinical, and other, psychologists are having to negotiate with their employers and 
managers for CPD. Not all departments operate an IPR system and often, it must 
be admitted, CPD activities are engaged in on an ad hoc basis. It is important that 
the framework is in place for individuals to negotiate with their managers and that 
their needs, along with those of the service and the purchasers, are included in the 
process. The IPR system does seem to be a satisfactory and popular mechanism 
for doing this, with those that do operate such a system.
The range of CPD activities in which clinical psychologists can engage is wide and 
should not be seen as restricted to attending courses. It is important for organisers
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of CPD activities to be creative in its promotion and provision. Anything from 
reading a journal article to completing the Psych D conversion course can be 
considered!
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SECTION THREE
CLINICAL AUDIT
CLINICAL REPORT:
DESIGNING ‘THE SK.A.I.L.’: A REPORT ON DEVELOPING 
THE PSYCHIATRIC REHABILITATION SERVICE IN
BROADMOOR.
DESIGNING ‘THE SK.A.I.L.’: A REPORT ON DEVELOPING THE 
PSYCHIATRIC REHABILITATION SERVICE IN BROADMOOR. 
INTRODUCTION
This report describes a clinical development within the psychiatric rehabilitation 
service of Broadmoor Hospital. It is a ward-based initiative and is taking place on 
Windsor Ward, one of the ‘parole’ wards of the hospital. The patients on this 
ward are preparing to leave the maximum security of Broadmoor for conditions of 
lesser security (such as Regional Secure Units [RSUs] or hostels, in the 
community).
Windsor Ward was recently established as a pre-discharge ward, designed to serve 
the rehabilitation needs of those patients. One of their main needs is a training 
programme to increase their competence in everyday living skills prior to their 
move from the hospital.
A review of the psychiatric rehabilitation literature revealed that the first step in the 
process of psychiatric rehabilitation is assessment (the other steps being planning 
and implementation). Developing the service to meet the identified need, therefore, 
involved conducting a comprehensive living skills assessment. A further review of 
the literature highlighted the absence of an appropriate assessment measure. "The 
SK.A.I.L." (Skills Assessment for Independent Living; Moore, Davis & Hine,
1994) was then designed to meet the service need.
The process of developing The SK.A.I.L. is following the four phases of 
instrument development outlined by Benson & Clark (1982). These phases are 
planning, construction, qualitative evaluation and validation. The first two phases
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are those in which the author has been engaged over the past year, and will be 
reported here. The other phases are to follow in the coming year.
PSYCHIATRIC REHABILITATION: THEORETICAL MODEL 
An overall review of the psychiatric rehabilitation literature was conducted to 
ensure that clinical practice, provided within the psychiatric rehabilitation service 
on Windsor Ward, would have sound theoretical and conceptual foundations.
The origins of psychiatric rehabilitation appear to have roots in several historical 
developments such as the moral therapy era (Hawkins, 1871); the inclusion of the 
psychiatrically disabled into public-supported vocational rehabilitation programmes 
(Carstairs, O’Connor & Rawnsley, 1956); the development of community mental 
health ideology (Royal Commission, 1957); the psychosocial rehabilitation centre 
movement (Beard, Propst & Malamud, 1982) and the development of skills training 
techniques as an effective mental health intervention (Anthony, Howell & Danley, 
1984).
Bennett (1978) defined psychiatric rehabilitation as ‘the process of helping the 
psychiatrically disabled person to make the best use of his residual disabilities in 
order to function at an optimum level in as normal a social context as possible’ (p. 
211).
The overall goal of psychiatric rehabilitation, then, is to assure that the person with 
a psychiatric disability can perform those physical, emotional, social and 
intellectual skills needed to live, learn and work in the community, with the least 
amount of support necessary from the helping professions (Anthony, 1979; Watts 
& Bennett, 1983a).
The concepts and principles of physical rehabilitation have been integrated with
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various techniques common to psychotherapeutic approaches to form the 
psychiatric rehabilitation approach. For example, the concepts of impairment, 
disability and handicap have been applied to psychiatric rehabilitation. The 
impairment of structure or function (impairment) can lead to decreased ability to 
perform certain skills and activities (disability) that, in turn, can limit the person’s 
fulfilment of certain roles (handicap).
The vulnerability-stress-coping-competence model of major mental disorder has 
also been applied to psychiatric rehabilitation (Anthony & Liberman, 1986). This 
model explains the onset, course and outcome of symptoms and social functioning 
as a complex interaction among biological, environmental and behavioural factors 
(Liberman, 1982b; Nuechterlein & Dawson, 1984). Vulnerability 
(psychobiological) and stressors (eg., tension in family or work) are moderated in 
their impact (impairment, disability and handicap) by the presence and action of 
protective and potentiating factors. Examples of protective factors include 
rehabilitation programmes that offer skill building, social support or transitional 
employment.
The practical side of the psychiatric rehabilitation process is based upon these 
concepts and models and consists of assessment, planning and implementation 
stages.
The rehabilitation assessment is the first stage. A thorough assessment is vitally 
important as patients are likely to be submitted to changes for which they are ill- 
prepared, or to remain at a level lower than that which they could potentially 
achieve if not properly assessed (Wing & Morris, 1981). This assessment seeks to 
establish where the patient might like to live, learn and work and describes the
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patient’s current level of skill functioning in relation to that specific environment. 
In psychiatric rehabilitation an emphasis is placed on ‘functioning’ which is 
defined as a focus on competency or performance of everyday activities. The 
assessment also establishes what supports the patient has currently which will help 
him/her succeed in that environment.
Based on the information from the assessment, the planning stage then goes on to 
organise the information by selecting high-priority skill or resource objectives for 
intervention. Each objective is assigned a specific intervention, with specific 
persons responsible for development, implementation and monitoring within 
specific timescales.
The intervention stage implements the plan by conducting skill development and/or 
environmental resource development activities (Anthony, Cohen & Cohen, 1983; 
Livneh, 1984; Liberman & Evans, 1985).
CONCLUSIONS
The aim of psychiatric rehabilitation, then, is to change a psychiatrically disabled 
person’s skills or supports in the immediate environment, so that he or she will be 
more able to perform those activities necessary to function in the specific roles of 
choice (Anthony, Cohen & Cohen, 1983). The service aims on Windsor Ward are 
consistent with this.
The main point that is taken from this part of the review is that good clinical 
practice starts with a comprehensive assessment prior to planning and 
implementation. Consistent with this, it was decided to provide the patients on 
Windsor Ward with a comprehensive assessment of their daily living skills which 
would produce the information needed to plan and implement the skills training
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programme for them. The next stage, then, involved specifying the target group of 
patients for which the skills assessment and training programme is intended. 
TARGET GROUP
The target group for whom the living skills assessment tool is intended consists, 
initially, of those patients who are resident on Windsor Ward. It is thought, 
however, that it will find application with other patients in the hospital, in the 
future.
As Windsor Ward is a male pre-discharge ward, the population of patients on the 
ward changes more regularly than on other wards and, therefore, the figures 
available in terms of age, classification and length of stay in the hospital are 
constantly changing. Currently, the ward has 32 patients. Their age range from 27 
years to 79 years (mean age = 50 years).
All patients are detained in the hospital under a section of the Mental Health Act 
(1983). The majority of patients on the ward are detained under sections 37/41 or 
47/49. Section 37/41 (23 patients) means that the individual is given a Hospital 
Order (S.37) with a Restriction Order (S.41), without limit of time. The 
Restriction Order imphes that no transfer, leave of absence, transfer of 
guardianship or discharge can take place without the Home Secretary’s consent. 
Section 47/49 (6 patients) means that the individual is already a sentenced prisoner 
who is given a Hospital Order for medical treatment (S.47) with a restriction on his 
discharge (S.49).
All patients are detained in the hospital for treatment of their ‘Mental Disorder’ as 
defined in the Mental Health Act (1983). It is defined as "mental illness, arrested 
or incomplete development of mind, psychopathic disorder and any other disorder
99
or disability of mind". Twenty-two patients have a classification of ‘Mental 
Illness’ (eg., schizophrenia; psychosis). Seven patients have a classification of 
‘Psychopathic Disorder’ which is defined as a persistent disorder or disability 
(whether or not including significant impairment of intelligence) which results in 
abnormally aggressive or seriously irresponsible conduct. Two patients have a dual 
classification of ‘Mental Illness’ and ‘Psychopathic Disorder’. One patient has a 
classification of ‘Mental Impairment’ which is defined as a state of arrested or 
incomplete development of mind (not amounting to severe mental impairment) 
which includes significant impairment of intelligence and social functioning and is 
associated with abnormally aggressive or seriously irresponsible conduct.
All of the patients have offended or engaged in behaviours which have warranted 
their detention in maximum secure conditions. Their dates of admission range 
from 1946 to 1992 (mean length of stay = 11 years). The hospital average length 
of stay is 7.5 years.
Windsor Ward forms part of the parole service in the hospital. One of the 
implications of this is that the doors of the ward are open for certain hours of the 
day. Each patient, on the ward, has been granted parole status. Only those 
patients, in the hospital, who are thought by their multidisciplinary clinical team, to 
be able to cope with the additional responsibilities which parole status carries, are 
referred to the Director of Medical Services (DMS) for approval. Once approval 
has been granted, the patient can be transferred to the parole ward, when a bed is 
available. Being granted parole status means that the patient has access to a 
limited area within the hospital grounds during designated periods of the day. 
Having parole also allows the patient to have certain other privileges such as
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carrying his own cigarette lighter.
Although rehabilitation of all patients takes place across the hospital, the setting up 
of the parole ward as part of the pre-discharge unit, in 1994, was intended to 
provide an area in the hospital in which more intensive rehabilitation projects could 
take place.
Patients for whom a plan for their transfer or discharge is in place have the 
opportunity to go on "Rehab Trips", as part of their treatment and rehabilitation. 
Rehab Trips provide patients with supervised access to the community for specified 
short periods of time. These Rehab Trips can be an important part of the patients’ 
rehabilitation programmes when they are able to learn or re-leam many of the 
community living skills which they have either never developed or which they 
have lost (eg., money handling). It is the impression of the author, however, that 
many Rehab Trips are initiated on an ad hoc basis and often their purpose has not 
been clearly specified other than meeting the generalised goal of increasing the 
patients’ access to the community. Specifying the community living skills to be 
targeted and using the Rehab Trips to provide training in these areas of need would 
be a more productive use of the Rehab Trips.
It is further acknowledged that Rehab Trips form only a small part of a patient’s 
potential rehabilitation plan and much training can be conducted within the 
hospital. Although Gunn & Taylor (1983) assert that the security of Special 
Hospitals makes rehabilitation more difficult, it is thought that the rehabilitation of 
these patients is an essential part of their overall treatment. Many daily living 
skills, which have either not been developed or have been lost by these patients, 
are not systematically addressed in their current treatment plans.
101
A significant service need of this recently established pre-discharge ward has been 
identified by the author, therefore. This is the need for a comprehensive 
assessment and training programme of everyday living skills to be provided as part 
of the patients’ treatment plan.
To summarise then, the target group for whom the skills assessment and training 
programme is intended consists of chronically mentally ill and personality 
disordered patients in a parole ward of a maximum security hospital. As a 
consequence of their offending they have been detained in a maximum security 
institution for many years and have had no (or limited) access to the community. 
They are now preparing to leave their present environment for conditions of lesser 
security and need to learn or re-learn many basic living skills to function more 
independently in the community.
Having identified the target group, for whom the skills assessment and training 
programme is being developed, reference was then made to the research conducted 
in this area, with similar populations, to determine whether there is empirical 
evidence to support the further development of this service initiative.
SKILLS TRAINING
One impression, from the review, is that the development of skills training 
techniques for patients with chronic mental illness has had contributions from areas 
of study such as behavioural analysis (eg., Bandura, 1969a; Lovaas, 1964); social 
learning theory (eg., Bandura, 1969b; Miller, 1959) and lifespan developmental 
psychology (eg., Erickson, 1968; Kohlberg, 1969).
It is also clear, from the research, that evidence is available which demonstrates 
that chronic psychiatric patients have deficits in personal, social and vocational
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skills. For example, in one study major functional deficits in personal and social 
areas were found in over 50% of a sample of chronic psychiatric patients (Sylph, 
Ross & Kedward, 1977). This finding is consistent with the author’s clinical 
impression of many of the chronic psychiatric patients on Windsor Ward (ie., poor 
personal hygiene skills, socially withdrawn).
Encouragingly, the literature has seen numerous publications of well-controlled and 
efficacious training programmes to enhance living, social and vocational skills of 
psychiatric patients (Monti et al., 1979; Nelson & Cone, 1979; Monti, Corriveau & 
Curran, 1982; Falloon, Boyd & McGill, 1984; Jacobs et al., 1984; Kelly & 
Lampariski, 1985).
Anthony & Margules (1974) published a review which concluded that "persons 
with a psychiatric disability can in fact learn useful skills" (p. 102). Specifically, 
the studies reviewed at that time, and again ten years later, (Anthony, Cohen & 
Cohen, 1983), showed that psychiatrically disabled persons could learn a variety of 
self-care, social-interpersonal and intellectual skills. For example, training 
programmes have had an impact on the psychiatrically disabled person’s skills in a 
variety of areas, including personal hygiene, cooking, use of public transport, use 
of recreational facilities, physical fitness, interpersonal skills, self-control skills, job 
interviewing skills, family relationships skills, money management and job seeking 
and work-adjustment skills (Anthony, 1979; Falloon, Doane & Pederson, 1985; 
Wallace & Liberman, 1985).
Many studies have highlighted the importance of pre-morbid and post-morbid 
social competence as a predictor of outcome in major psychiatric disorders 
(Liberman, 1982a; Presly, Gmbb & Semple, 1982; Hirschfeld et al., 1983). Two
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studies of chronic mentally ill patients found that both discharge and remission 
rates were significantly higher among patients who had higher levels of living and 
social skills (Linn, Klett & Caffey, 1980; Farkas, Rogers & Thurer, 1986). These 
suggest that skills training might improve the long-term prognosis of chronic 
patients by upgrading their post-morbid social competence. Further support for 
conducting skills training comes from the finding of Stein & Test (1980), that the 
ability to perform necessary basic living skills is a crucial factor in determining a 
patient’s success with less supervision or in the community.
As a clinician, working in the field of psychiatric rehabilitation with people with 
chronic mental illness, it is encouraging to review the positive results from 
empirical studies in this field in relation to skills training. It was considered, 
therefore, based upon the research evidence, that developing the psychiatric 
rehabilitation service, on Windsor Ward, to provide a skills assessment and training 
programme for the patients, is a valid pursuit. A more detailed examination of the 
literature, for guiding principles regarding the best approaches to the assessment 
and training of living skills, was then conducted. It was thought that the adoption 
of these principles would ensure high quality clinical practice.
One principle of good practice is that skill goals should be individualised for each 
patient (rather than providing block treatments to all). Since not every patient has 
the same history and the same skill experiences, not every patient needs to learn 
the same skills. A value on individualisation leads to the notion, verified by 
research (Cohen, Ridley & Cohen, 1983), that skiUs teaching must be tailored to an 
assessment of what patients actually needs to know in relation to a specific area. 
For example, the most severely disabled patients may be unable to perform some
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ordinary skills or activities unaided and need to be helped through a simplified 
daily routine which compensates for such disabilities. They may need supervision 
and help with getting up, washing and dressing or getting to the day unit (Wykes 
& Wing, 1980). Less disabled people, on the other hand, may need assistance with 
only interpersonal relationships, specific work skills or domestic and community 
skills rather than the more basic self-care skills (Griffiths, 1981).
HaU (1981) makes a number of points, regarding skills assessments, which could 
be taken as guiding principles. For example, assessments of living skills should 
focus upon the current functioning of the patient. Furthermore, living skills 
assessment should be based upon information obtained from those who are most 
familiar with the patient such as ward staff, staff at the day centre, occupations unit 
or education centre. It is also important that the assessments should not require a 
high level of language or involve complicated methods of completion. A 
systematic short training in a particular method or a simple manual or set of 
instructions can enable such staff to become adequate and reliable assessors (Hall, 
1981).
Conning (1991) points out that it is important that the assessment should involve 
fitting the instrument to the question asked, not fitting the question to the available 
assessment tools.
Leonardelli (1986) also promotes the notion that the assessment of daily living 
skills should be done with sound assessment tools that are defined for the 
population. He also highlights the importance of using standardised measures. 
Finally, assessment tools should be measures of directly observed behavioural 
performance. Self-report is generally considered unreliable for this population.
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Although one study (Glazer et al., 1982) did find that self-reports by people with 
schizophrenia, of their social adjustment, are reasonable indicators of their status, 
performance of their daily living skills was not one of their areas measured in 
"social adjustment".
SUMMARY
Skills training has proved to be an effective way of increasing the coping and 
competence of patients with chronic mental health problems (Anthony, 1979; 
Wallace et al., 1980; Liberman, Falloon & Wallace, 1984). It has become accepted 
that psychiatrically disabled individuals can learn skills and that chronicity and 
symptomatology may compromise but do not prevent skill learning (Harding & 
Brooks, 1984). The results of studies are thus seen as supportive of a psychiatric 
rehabilitation approach with an emphasis on assessing and training psychiatrically 
disabled persons’ skills. Recommendations regarding the best approaches to 
assessment were drawn from the literature to inform good clinical practice.
Having referred to the literature and drawn conclusions from it, it was then 
possible to specify the objectives and the contents of the assessment measure which 
would meet the present service need for the target group.
THE PURPOSE
A set of objectives which had to be met by the assessment tool that would be 
appropriate to meet the service need was outlined by the author. The objectives 
state that the assessment measure will:
1. provide a COMPREHENSIVE assessment for a rehabilitation training 
programme.
2. contain items DIRECTLY RELEVANT to and SPECIFICALLY DEFINED for
106
the current POPULATION (ie., mentally disordered offender patients in a 
maximum secure setting).
3. assess BEHAVIOURAL PERFORMANCE in specified skill areas.
4. use DIRECT OBSERVATION of performance of the skills (as compared to 
self-report).
5. provide a clear measure of CURRENT LEVEL OF COMPETENCE OR 
FUNCTIONING for each skill.
6. use CLEAR AND UNDERSTANDABLE TERMINOLOGY to all mental health 
disciplines.
7. have STANDARDISED administration procedures.
8. be developed with INDEPENDENT SECTIONS which can be administered 
separately.
9. be completed by staff members MOST FAMILIAR with the patient in that area 
of functioning (eg., domestic skills - nursing staff; work skills - occupations 
staff).
10. facilitate the PRIORITISATION of skills training needs.
11. provide a SUMMARY of skills training needs.
12. lead to an INDIVIDU ALLY-TAILORED rehabilitation treatment plan.
13. be VALID and RELIABLE.
CONTENT AREA
The assessment tool should contain all those skill areas which an individual needs 
to perform in order to function independently in society. The assessment tool, 
therefore, should be wide ranging and comprehensive rather than specific to one 
area of functioning. The appropriate assessment instrument should contain items in
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at least the following skill domains: Personal Care; Domestic Skills; Community 
Living Skills; Interpersonal Skills and Activity/Occupation Skills.
SUMMARY
At this stage it was clear for what population the tool was needed, what objectives 
it should meet and what skill areas it should include. At this stage, then, the task 
was to establish if such a tool existed. As Hall (1981) points out, it is usually 
worthwhile establishing if any relevant standard method exists before going 
through the task of trying to design a new method. To do this, a review of the 
literature on existing assessment measures of daily living skills was conducted. 
REVIEW OF EXISTING MEASURES
A wide range of assessment techniques is available. The assessment tools tend to 
be either standardised or unstandardised. The unstandardised techniques are ones 
that have been designed on an ad hoc basis, often for one highly specific purpose 
and usually by the person who is using the technique clinically. A standard 
method is one that has been carefully thought out with respect to both content and 
exact procedure. It usually has been tried out already by its developer or another 
investigator so that several characteristics of the method are known in advance. 
The major advantages of a standard method of any form of assessment are that it 
should aUow meaningful comparisons to be made between individuals and over 
time and should produce similar results in the hands of different users. A 
standardised instrument, therefore, would be sought in preference to an 
unstandardised one for the current purpose and it is these to which the review 
attends.
The Rehabilitation Evaluation HaU and Baker (REHAB, Baker & Hall, 1983) was
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designed to assess institutionalised patients’ "deviant" and "general" behaviours. It 
consists of 22 items (plus a 23rd that assesses overall functioning) that are 
completed by trained staff members who base their ratings on behaviours and 
events that occurred during the week before the evaluation. The seven deviant 
behaviour items measure the frequency of occurrence of "difficult or embarrassing" 
behaviours including incontinence, physical abuse, verbal abuse, self-mutilation, 
sexual offensiveness, unauthorised absence and talking or laughing to oneself.
Three point response scales are used to rate each item, and scores are combined to 
yield a total deviant behaviour score.
The 15 general behaviour items measure speech characteristics (four items), social 
interaction (three items), engagement in spare time activities, activity level, table 
manners, personal hygiene, grooming, care of personal possessions, caring for own 
needs, managing money and using public facilities. Each item is rated by making 
a mark along a 4.25-inch line defined at the left by the worst possible performance, 
at the right by the performance that would be considered "appropriate" for 
independent living in the community and in the middle by moderately inappropriate 
performance. Scores on the items are combined to yield totals for five scales 
derived from factor analysis: social activity; speech disturbance; speech skills; self- 
care skills and community skills plus a total for all general behaviour items which 
includes the ratings given to the overall functioning item.
REHAB has been used on the other male parole ward in Broadmoor. This 
reviewer believes, however, that the information provided by REHAB is not 
extensive enough to form the basis for a thorough rehabilitation treatment plan. 
Rather, the results are suggestive of possible areas for treatment, and the
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information must be supplemented to pinpoint the exact behaviours to be targeted 
in the treatment programme.
The Ravenswood Assessment Scale (RAS; Clancy, 1990) is a tool which can be 
used as an aid to planning care and monitoring change in a forensic population. It 
targets problems relating to management and dangerousness as well as more 
conventional aspects of nursing care. It contains nine areas for assessment 
(disturbance of mood, thoughts and behaviour; excess behaviours; social skills; 
self-care; community living skills; work; education; health and dangerousness).
The assessment is conducted by primary care staff and it involves observing the 
patient for a week and rating his behaviours at the end of that week.
The RAS is designed specifically for use in Regional Secure Units and, therefore, 
is not developed for a maximum secure hospital setting. Although it does contain 
sections which are relevant to a forensic population, similar to the patients in 
Broadmoor, it is not extensive enough to form the basis for a comprehensive skills 
training programme.
The Katz Adjustment Scale (KAS) was designed by Katz & Lyerly (1963) to 
"describe and classify patients in accordance with their behaviour before entrance 
to the hospital, and in the community for follow-up evaluation and comparison of 
psychiatric treatments" (p. 503). Two versions of the KAS are available: the KAS- 
R, which consists of 205 items completed by a patient’s significant other, and the 
KAS-S, which consists of 138 items completed by the patient. The major 
disadvantage of both the KAS-R and KAS-S is that neither provides the detailed 
information necessary to construct a rehabilitation treatment plan. Both areas 
highlight only broad areas of functioning (eg., leisure activities) in which
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performance may be inadequate and rehabilitation necessary. Psychometric 
adequacy of the KAS-S version has not been investigated and there is no 
systematic method of detecting rather bias on either version.
The Personal Adjustment and Role Skills Scale (PARS) described by Ellsworth et 
al. (1968) has now been published in five forms. Each has been a relatively brief 
questionnaire completed by a significant other about the patient’s functioning 
within the previous month. Similar to the KAS, their brevity limits the amount of 
information provided and their coverage of areas such as community functioning is 
general and not detailed enough to formulate a rehabilitation treatment plan.
The Social Behaviour and Adjustment Scale (SBAS, Platt et al., 1980) was 
designed to provide a comprehensive assessment of both a patient’s performance of 
major life roles and the effects of that performance on the members of the 
household in which the patient resides. The information is obtained during a sixty 
to ninety minute interview conducted with a significant other about the patient’s 
behaviour during the previous month. The interview covers 329 questions divided 
into six sections. Although the SBAS is extremely thorough, extensive training is 
needed to achieve reliable administration and scoring. Furthermore, the significant 
other must be very knowledgeable about the patient’s functioning, and all the 
information may not be relevant to designing a rehabilitation treatment plan. As 
many of the patients in the present service do not have a significant other who 
would be able to provide this information, this assessment could not be conducted 
reliably.
The Independent Living Skills Evaluation (Johnson et al., 1980) assesses daily 
living skills appropriate for a living situation in the community, specifically an
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apartment living programme. The living environment described is restrictive and 
not applicable to potential for living in other care settings, however.
The Comprehensive Evaluation of Basic Living Skills (Casanova & Berber, 1976), 
although more applicable to different levels of potential placement, is extremely 
lengthy and not quantifiable, nor does it have standardised administration 
procedures. It has not been investigated for validity or reliability.
This reviewer has noted that there are several additional instruments, that either 
have limited distribution and inadequately documented psychometric properties, or 
are readily available but provide information of limited relevance for designing a 
psychiatric rehabilitation programme. Some of these instruments include: Social 
Maladjustment Schedule (SMS, Clare & Cairns, 1978); Self-Assessment Guide 
(SAG, Wilier & Biggen, 1976); Community Living Assessment Scale (CLAS, 
Wilier & Gustaferro, 1985); Community Adjustment Profile System (CAPS, 
Evanson et al., 1974); Nurses Observation Scale for Inpatient Evaluation (NOSIE- 
30, Honigfeld, Roderic & Klett, 1966); Motility, Affect, Communication, 
Cooperation-II (MACC-II, Ellsworth, 1970b); Life Skills Assessment (LSA, Farkas, 
1980; Farkas, Rogers & Thurer, 1985) and Independent Living Skills Survey 
(ILSS, Wallace, Kochanowicz & Wallace, 1985).
SUMMARY AND CONCLUSIONS
To summarise, then, it is clear that there is a range of instruments which can be 
used to assess functional living skills of people with chronic mental illness. Some 
of them are global assessments of performance in major life roles (eg., PARS) 
while others are specific assessments of specific behaviours (eg., ILSS; CLAS). 
Others rely on reports from significant others (eg., SBAS; KAS) while others
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obtain data from staff members (eg., REHAB; CLAS). The method of obtaining 
the information varies from objective questionnaires (eg., PARS) through semi- 
stmctured interviews (eg., SBAS; SMS) to formal and informal observation (eg., 
REHAB; CLAS).
The review reveals that although each of the measures has its advantages and 
disadvantages, none is wholly adequate for the current purpose (ie., none meets all 
of the stated objectives). The task then is to develop an assessment measure which 
will meet the stated objectives.
CONSTRUCTION PHASE
The planning phase of the service development consisted of identifying the target 
group for whom the skills assessment and training programme is intended, the 
objectives and the content area of the appropriate assessment tool and a review of 
the research to ensure that clinical practice is informed by the available literature.
It was concluded, at the end of the planning phase, that no available assessment 
tool is appropriate for the current purpose, and thus, the construction of the 
appropriate tool began.
The construction phase involved designing an assessment measure to meet the 
objectives set out, and to contain the necessary skill areas identified, in the 
planning phase.
The instrument that has been developed is entitled ‘The SK.A.I.L.’ (Skills 
Assessment for Independent Living, Moore, Davis & Hine, 1994).
The construction phase began with developing the structure of The SK.A.I.L. The 
content area had already been specified and so it was a matter of setting out the 
skin domains in a meaningful way. Once the sections were arranged, item
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development was the next task. The skill items, to be assessed, were included in 
the relevant sections. The objectives were considered at all times during the 
construction of The SK.A.I.L. As well as the main part of The SK.A.I.L., which 
contains all the skill items, other parts (ie., ‘Introduction’, ‘Instructions’ and 
‘Summary Sheet’) were also developed.
STRUCTURE OF THE SK.A.I.L.
The SK.A.I.L. is organised into four parts. The first two parts are the 
‘Introduction’ and the ‘Instructions’. These are followed by the main part of The 
SK.A.I.L. which contains the skill areas to be assessed. There are five sections to 
be completed within each skill area, namely, ‘Skill Items’; ‘Direct Obs’; 
‘Competency’; ‘Goal Attainment’ and ‘Training Priority’. The fourth part of The 
SK.A.I.L. is the ‘Summary Sheet’ in which a list of the training priorities is 
highlighted. This is similar to elements of Hampshire Assessment for Living with 
Others (HALO, Shackleton Bailey & Hampshire Social Services, 1880) which is 
designed for use with people with learning disabilities and which impressed the 
author when working with that client group. Each part of The SK.A.I.L. is 
described in turn.
INTRODUCTION TO THE SK.A.I.L.
The first part of The SK.A.I.L. contains an ‘Introduction’ to the measure. In this 
section the purpose and stmcture of The SK.A.I.L. are explained to the assessor. 
The ward psychologist developed this part of The SK.A.I.L. See Appendix 1 for a 
copy of the ‘Introduction’ to The SK.A.I.L.
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INSTRUCTIONS FOR COMPLETING THE SK.A.LL.
The second part of The SK.A.LL. contains the ‘Instructions’ for completing the 
measure. It features a step-by-step guide to each aspect of the assessment process. 
The ward psychologist, in collaboration with the clinical nurse specialist (CNS), 
developed this part of The SK.A.LL. See Appendix 2 for a copy of the 
‘Instructions’ for completing The SK.A.LL.
SKILL AREAS OF THE SK.A.LL.
The third part of The SK.A.LL. contains the skill areas identified as appropriate for 
inclusion in The SK.A.LL. These sections are similar to those in many living 
skills assessment measures (eg., Dever, 1989). The skill domains thought, by the 
author, to be appropriate for the present purpose are: Personal Care; Domestic 
Skills; Communication SkiUs; Activity/Occupation Skills; Community Skills; 
Interpersonal Skills. These areas are consistent with many of those featured in 
already existing assessment tools noted when conducting the earlier review. The 
skill areas were converted into headings and were placed in the following 
hierarchy:
1. Personal Care
2. Domestic Skills
3. Communication Skills
4. Activity/Occupation Skills
5. Community Skills
a. Within Hospital Only
b. Within and Outside Hospital
c. Outside Hospital Only
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6. Interpersonal Skills
a. Personality
b. Friendships/Relationships.
It was decided to structure the sections in a hierarchy to indicate the increasing 
complexity required to complete the skills at each level. The skill areas at the 
bottom of the hierarchy (eg., Personal Care) are considered to be more basic than 
those further up the hierarchy (eg.. Community Skills). An additional dimension 
which distinguishes the levels of the hierarchy is the level of skill required to 
interact with others. While skills at the bottom of the hierarchy do not necessarily 
involve communication with others (eg.. Personal Care), the skills higher up the 
hierarchy do involve more sophisticated interpersonal skills (eg., 
Friendships/Relationships).
It is thought that a significant advantage of structuring The SK.A.LL. into sections 
is that it allows for each one being used independently, or in any combination, so 
that the needs of individual patients can be met. Not all patients will need to be 
assessed on all sections (Griffiths, 1981) and each section can stand alone or as 
part of the fuller assessment, as clinically indicated.
See Appendix 3 for an example of one of the sections of The SK.A.LL. (ie., 
‘Personal Care’).
The SK.A.LL. contains 226 items in total. Some of these can be found in similar, 
already existing measures (eg., REHAB, Baker & Hall, 1983). Various other items 
were developed, by the authors of The SK.A.I.L., and were included so that the 
tool would meet the specified objectives, for the target group. Examples of these 
are many of the skill items in the ‘Community Skills: Only Within Hospital’
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section which relate to the use of facilities, the different disciplines and the legal 
issues pertinent to patients in Broadmoor.
All items are divided into the relevant skill areas. The number of items in each of 
the skill areas and sub-areas of The SK.A.I.L. are as follows:
The ‘Personal Care’ domain contains 33 items which are divided into sub-sections 
relating to: Personal Hygiene (15 items); Eating/Drinking (3 items); Clothes Care 
(8 items) and Health (Physical (4 items) and Mental (3 items)).
The ‘Domestic Skills’ domain contains 31 items which are divided into sub­
sections relating to: Cleaning/Tidying (12 items); Cooking/Kitchen (13 items); 
Home Safety (3 items) and Use of Household Appliances (3 items).
The ‘Communication Skills’ domain contains 9 items which relate to use and 
understanding of language.
The ‘Activity/Occupation Skills’ domain contains 50 items which are divided into 
sub-sections relating to: Leisure Activities (8 items) and Occupation (42 items).
The Occupation Skills section is further divided into sub-sections on Attitudes to 
Employment (3 items); Applying for Jobs (2 items); Interviewing (5 items); Job 
Skills (16 items) and Interactions with Colleagues (16).
The ‘Community Skills’ section has three parts, namely, (a) ‘Within Hospital 
Only’; (b) ‘Within and Outside Hospital’ and (C) ‘Outside Hospital Only’.
‘Within Hospital Only’ contains 28 items relating to aspects of the hospital such as 
Use of Facilities (11 items) and Legal Issues (17 items).
‘Within and Outside Hospital’ contains 15 items relating to Community Skills 
which can be performed both inside and outside the hospital such as Money Use (4 
items); Shopping (3 items) and General Knowledge (8 items).
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‘Outside Hospital Only’ contains 10 items which relate to Community Skills but 
which are not included in the previous two sections and which can only be 
performed outside the hospital such as Transport (2 items) and Use of Facilities (8 
items).
The ‘Interpersonal Skills’ section has two parts, namely, (a) ‘Personality’ and (b) 
Friendships/Relationships.
‘Personality’ contains 29 items which relate to Mood (6 items); Mental State (6 
items); Behaviours (15 items) and Confidence (2 items).
‘Friendships/Relationships’ contains 21 items which relate to Group Activities (10 
items) and Close Relationships (11 items).
There is a standard layout for each section:
1. SKILL ITEMS
Items are written in clear and understandable terminology in such a way as to elicit 
actual performance of the skills. Items are numbered and are listed along the left 
side of each page of the relevant section.
2. DIRECT OBSERVATION
Next to the item list is a column headed ‘Direct Obs’ which the assessors complete 
by placing a tick or a cross, beside the skill item, according to whether they have 
directly observed that item or not. The assessors are instructed to directly observe 
each skill before giving it a rating. Only times when it is not practically possible 
to directly observe the performance of the skill should the assessors continue with 
the assessment.
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3. LEVEL OF COMPETENCE
In the next section, ‘Level of Competence’, a rating of the competence of the 
patient on each of the observed skill items is obtained. For some items, the 
assessor is instructed to place a tick in one of four boxes to indicate the 
‘Competence Level’ of the patient for that skill. The competence levels are: ‘Fully 
Competent’ which means no help/prompting is needed to complete the skill; ‘Fairly 
Competent’ which means verbal prompting is needed to complete the skill; ‘Some 
Competence’ which means physical prompting is needed to complete the skill and 
‘Very Little or No Competence’ or ‘No Opportunity’ which means all or almost all 
of the skill has to be performed for the patient or that the patient has never had the 
opportunity to learn the skill.
For other items, the assessor places a tick beside the competence statement which 
most appropriately describes the patients’ performance of the skill.
4. GOAL ATTAINMENT
The ‘Goal Attainment’ section is then completed for all skill areas in which the 
patient is not assessed as being ‘Fully Competent’. The potential of the patient to 
achieve greater competence in the skill is assessed along two dimensions ‘Ease’
(ie., ‘Easy’; ‘Fairly Easy’ and ‘Difficult’) and ‘Importance’ (ie., ‘High’; ‘Moderate’ 
and ‘Low’). Instructions are provided for the assessors to help them to determine 
the ratings on both these dimensions.
The ‘Goal Attainment’ section is included so that the measure can be used as a 
basis for planning training goals, as part of the patients’ overall treatment plan.
5. TRAINING PRIORITY
The last section, ‘Training Priority’, is included so that a level of priority can be
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given to all of those skills in which the patient is not ‘Fully Competent’. A 
‘High’, ‘Medium’ or ‘Low’ priority can be assigned to the skill items needing 
training. Prioritisation is based upon a combination of the ratings (ie., ‘Ease’ and 
‘Importance’) of the ‘Goal Attainment’ section. The skills training programme, the 
basis of which is The SK.A.I.L., should then begin with training of the ‘High’ 
priority training needs.
SUMMARY SHEET
The fourth part of the SK.A.I.L. contains the ‘Summary Sheet’ which is designed 
to contain a list of the skill items which have been highlighted as priorities for 
training. On the ‘Summary Sheet’ there is space for the item number, the item 
title, the level of training priority, the person responsible for training the skill and 
the review date. The Summary Sheet can be copied and included in the patients’ 
case notes and is intended to be used as part of the patients’ treatment plan. See 
Appendix 4 for a copy of the ‘Summary Sheet’.
PBLOT STUDY
While attempting, at all times, to keep clinical practice guided by the literature and 
research, it was noted that Hall (1983), in his discussion of ward-based 
rehabilitation programmes, concludes that no scheme will be successful without the 
active cooperation of the ward staff, most common of whom are nurses. Hall 
(1983) cautions that nurses are not likely to invest their efforts into a ward 
programme unless it fits their idea of what is both desirable and attainable with the 
patients.
With this in mind, a pilot study was carried out on The SK.A.I.L. with three 
patients, on Windsor Ward. The Primary Nurses of each of the three patients were
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presented with a copy of The SK.A.LL. and were instructed on its completion. It 
was considered important to obtain the views of members of the multidisciplinary 
team, on using The SK.A.LL., prior to finalising the content and instructions.
Under the supervision of the Clinical Nurse Specialist (CNS), on the ward, who 
had contributed to the development of The SK.A.LL., the Primary Nurses 
conducted the skills assessment. Each of them provided feedback to the CNS who 
was in close liaison with the Clinical Psychologist. Feedback, regarding the 
construction of certain items, was received and incorporated into the final version 
of The SK.A.LL. The overall feedback from the Primary Nurses, however, was 
positive and enthusiastic and they reported finding The SK.A.LL. "user-friendly".
It was concluded, at the end of the pilot stage, that The SK.A.LL. had been well 
received by the nursing staff and that it could be used appropriately and effectively. 
SUMMARY
The lack of a comprehensive living skills assessment and training programme was 
identified as a significant need in the service provided to patients on a recently 
established pre-discharge ward, in a maximum security hospital. This report has 
described the process of planning and developing the most appropriate assessment 
measure to meet this need.
The SK.A.LL. was the measure designed to meet the need. The SK.A.LL. was 
developed to meet specifically identified objectives and it is considered that in its 
present form, twelve of the thirteen objectives have been achieved. With 226 items 
it is COMPREHENSIVE (objective 1). It contains many items which are 
DIRECTLY RELEVANT to the Broadmoor POPULATION (objective 2). It uses 
ratings of DIRECTLY OBSERVED BEHAVIOURAL PERFORMANCE of the
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skills (objectives 3 and 4). It measures LEVEL OF COMPETENCE (objective 5) 
and is presented in a STANDARDISED form with CLEAR AND 
UNDERSTANDABLE TERMINOLOGY (objectives 6 and 7). The structure of 
The SK.A.I.L. allows for the sections to be used INDEPENDENTLY (objective 8) 
by staff MOST FAMILIAR with the patients (objective 9). A section of The 
SK.A.I.L. has been designed so that PRIORITISATION of training needs can take 
place as well as a SUMMARY which can feed into an INDIVIDUALLY - 
TAILORED rehabilitation treatment plan (objectives 10, 11 and 12). The process 
by which these objectives have been achieved has taken one year and it is clear 
that instrument development is a complex and time consuming task. It is 
acknowledged, however, that the time taken to analyse the available literature in 
this area has been invaluable in informing good clinical practice. The task of 
establishing the validity and reliability of The SK.A.I.L. is the next step. It is 
expected that when this phase has been completed that The SK.A.I.L. will be 
adopted widely on Windsor Ward and indeed across the hospital. Already staff on 
other wards are expressing and interest in using it with the patients on their wards.
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APPENDIX 1
INTRODUCTION TO ‘THE SK.A.I.L.’ 
(SKILLS ASSESSMENT FOR INDEPENDENT LIVING)
The SK.A.I.L. is a standardised measure of the behavioural performance of 
functional living skills.
It is designed for use with people with a mental disorder who have offended and 
who live in an institutional setting (such as a maximum secure hospital setting or 
similar).
It will establish a baseline of current functioning, highlight skill areas needing 
training and form the basis for treatment planning.
STRUCTURE
The SK.A.I.L. is divided into six sections, each of which corresponds to a living 
skill area.
The sections are:
1. Personal Care Skills
2. Domestic Skills
3. Communication Skills
4. Recreation and Work Skills
5. Community Living Skills
: Only Within the Hospital 
: Within and Outside the Hospital 
: Only Outside the Hospital
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6. Interpersonal Skills 
: Personality 
: Relationships.
Each section is designed to provide a comprehensive assessment of that skill area. 
Each section can be used on its own, independently of the others, or in 
combination with any of the others or with all the others as a global living skills 
assessment package, as clinically indicated.
The sections are ordered in a hierarchical structure to reflect the level of 
complexity of the skills in the sections. The skills which are considered to be 
basic for daily hving are at the bottom of the hierarchy (eg.. Personal Care Skills; 
Domestic Living Skills) and those skills which are more complex and involve 
interaction with others are at the top of the hierarchy (eg.. Interpersonal Skills). 
Assessment can begin at any point on the hierarchy, depending on the needs of the 
person being assessed.
The SK.A.I.L. is designed for use by members of the Multidisciplinary Team 
(MDT). Those members of the team who are involved in the assessment should be 
able to directly observe the person carrying out the skills which they are assessing. 
Different members of the MDT may be more appropriate to act as assessors for 
different sections (examples of this might be the Primary Nurse who may be the 
most appropriate assessor of Personal Care Skills; Domestic Skills; Community 
Living Skills; the Occupational Therapist (RTS) who may be the most appropriate 
assessor of Activity/Occupation Skills and the Psychologist of Interpersonal Skills). 
It is important, however, that one person is named as being responsible for the 
overall co-ordination and completion of The SK.A.I.L. This will usually be the
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member of staff who has the most contact with the person being assessed. 
Following the assessment, it is anticipated that the outcome will be fed-back to the 
patient and the multidisciplinary team so that skills training goals can be 
incorporated into the patient’s treatment plan.
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APPENDIX 2
INSTRUCTIONS FOR 
SKILLS ASSESSMENT FOR INDEPENDENT LIVING (SK.A.I.L.)
1. Select the lowest section on the hierarchy which you think is most appropriate 
for the person being assessed. Assessment can start at ant point on the 
hierarchy.
2. Start at the beginning of the section you have chosen. Assess each of the skill 
items in turn by filling in the appropriate boxes across the page. If you have 
directly observed the person performing the skill then tick the ‘Directly Obs’ 
box. If you have not directly observed the person performing the skill then you 
need to do this. It is important that you directly observe each of the skill items 
before you rate them. If it is not practically possible to set up an observation 
of the skill then place a cross in the ‘Directly Obs’ box.
3. Having directly observed the person’s performance of the skill you then rate his 
level of competence on the skill. Choose the level that most reflects the 
patient’s level of competence. If you have not directly observed the skill being 
performed then ask the person being assessed to give a detailed account of how 
they would perform the activity and rate their account.
Where the patient’s performance does not require any help then it is rated as 
‘Fully Competent’. You will notice in this case that the remaining grids in the 
"Level of Competence" and "Goal Attainment" sections are shaded indicating 
that you do not need to fill them in. So, where there are shaded areas, DO
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NOT SCORE.
4. Where the patient’s performance does require help then it is rated as ‘Fairly’
‘Some’ or ‘No’ Competence, depending on the level of help required to 
complete the skill.
FAIRLY Competent: This means that the person requires degrees of verbal 
prompting and/or some help in order to carry out the competence.
SOME Competence: This means that the person requires degrees of physical 
prompting and/or much help in order to carry out the competence.
NO competence: This means that the person is unable to carry out the skill. If 
this is because the opportunity does not exist, then this should be written in as 
"NO OP." in this section.
5. Having chosen the "Level of Competence" move on horizontally to the "Goal
Attainment" section.
Here you can see there are two areas, which should only be completed if the 
person is not "Fully Competent" (these two sections are shaded out on the 
"Fully Competent" line).
The first part refers to the "Ease" with which greater competence could be 
achieved. The second part refers to the "Importance" of achieving greater 
competence.
When rating the "Ease" you need to consider two aspects. Firstly, how 
CAPABLE do you think the person is in making an improvement, and how 
much TIME and RESOURCES do you think are required to make the 
improvement. For example, if the competence being assessed is 5.1 "Reading" 
and you have rated that the person requires verbal encouragement with reading
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(ie., "FAIRLY Competent"), on the basis that the person can read but makes 
little effort to do so, then "Ease" may be only a matter of regularly prompting 
the person to read, using everyday opportunities as they occur (eg., reading 
signs around the hospital, newspaper headlines etc.) and the person is willing 
and able to attend Basic English Skills lessons in the Patient’s education centre, 
then the score would be "Easy". If the person has a visual impairment, 
however, and cannot read english, then the score would be "Difficult".
The "Importance" of achieving greater competence is the next section. There 
are also two aspects to consider when completing this section. Firstly, how 
important is it TO THE PATIENT to improve this particular competence and is 
it NECESSARY for the next stage in their care. For example, if a patient is 
going to be transferred to a fully supported residential setting where meals are 
provided then they may not need to be able to plan, budget and cook for 
themselves. If, however, they are going to a hostel then they will need to be 
able to budget, plan and cook meals and it will be more important.
To summarise then, when completing the "Ease" and "Importance" sections 
regarding "Achieving greater competence" consider the following:
1. The person’s ability to develop greater competence.
2. The time and resources required.
3. The next place of care to which they will be moving.
4. The "Level of Competence" they would require to function adequately in the 
new environment.
5. The "Training Priority" scale rates the priority for training as "Low", 
"Medium" or "High". This should reflect the overall "Ease" and
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"Importance" of working on this skill. The "Training Priority" section 
should guide you to the skill area which should be trained first. You should 
consider the "Ease" and "Importance" together when determining the 
"Training Priority". For example, an skill which is "Easy" to train and is of 
"High" importance would produce a "High" training priority. On the other 
hand, a skill which is "Difficult" to train and is of "Low" importance would 
produce a "Low" training priority. When the skill is between these two 
scores such as "Fairly Easy" to train and of "Moderate" importance then the 
training priority would be "Medium". It is important that you use the same 
criteria for determining all training priorities and that they are applied 
consistently across all skill areas.
6. On the Summary Sheet, at the end of the each section of The SK.A.I.L., list 
all the skill items which are in need of training and the level of "Training 
Priority" which you assigned to them.
The Summary Sheet should be referred to when planning the skills training 
aspect of the patient’s treatment. It should also be used to review the 
progress made during the training period.
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ABSTRACT
The present study investigated the phenomenon of learned helplessness. It 
examined methods for the induction and the prevention of learned helplessness in 
people with learning difficulties.
Forty adults with learning difficulties were used as subjects. The experimental 
design included three experimental groups (ie., immunization, helpless and non- 
helpless) as well as one control group (ie., no treatment control).
The main findings support the learned helplessness theory. A significant lack of 
persistence was observed in subjects exposed to uncontrollable outcomes (ie., the 
helpless effect). This helplessness effect was prevented when a controllable 
experience was presented to subjects prior to the uncontrollable task (ie., the 
immunization effect).
Results are discussed in terms of the phenomenon and theory of learned 
helplessness. Theoretical and practical implications are considered and 
recommendations for future study in the area are proposed.
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REVIEW OF THE LITERATURE 
CHAPTER ONE: INTRODUCTION TO THE PRESENT STUDY 
INTRODUCTION
This chapter is a review of the learned helplessness literature relevant to the 
present study. Firstly, the concept of uncontrollability and its converse are 
operationally defined. Secondly, the effects of exposure to uncontrollable events 
are outlined. The contribution offered by learned helplessness theorists in 
explaining these effects is then examined and the development of the learned 
helplessness theory is traced through three revisions.
The literature reveals that the learned helplessness theory has been applied as an 
explanation for many real-life situations. The areas of application are briefly 
discussed. One particular clinical group to whom the theory has been applied are 
people with learning difficulties. A thorough review of this area of the learned 
helplessness literature is presented.
Finally, an area of the learned helplessness literature pertains to studies attempting 
to prevent the development of learned helplessness. The methodology adopted in 
these immunization studies is critically analysed.
UNCONTROLLABILITY AND THE INTERFERENCE EFFECT 
Control over one’s destiny and privilege of choice are among the higher values and 
goals espoused by most individuals. Indeed, it is a truism that we strive to control 
our own lives. It appears that humans have a psychological need to control the 
environments in which they function.
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Nevertheless, most people, at some stage, have experienced certain aspects of their 
lives which were out of their control. These uncontrollable life events are usually 
described as undesirable or unpleasant. Indeed, it has been shown that 
uncontrollable events do have negative effects (Brown & Jacobs, 1949; Carlson & 
EWack, 1960).
A controllable situation is defined as one in which there is a response a person can 
make or refrain from making that will change the reinforcement he/she receives.
An uncontrollable situation is defined as one in which there is no response a 
person can make or refrain from making that will change the reinforcement he/she 
receives (Seligman, 1975). See appendix A for a more detailed definition of 
controllability and uncontrollability.
Early laboratory experiments with animals created situations in which the animals’ 
responses would not affect the reinforcement they received in those situations. 
Therefore, the situations were uncontrollable (Leaf, 1964; Overmier & Seligman, 
1967).
Overmier & Seligman (1967), for example, exposed dogs to inescapable shocks in 
a harness and later tested for negative effects with escape/avoidance responding in 
a two-way shuttlebox. Overmier & Seligman (1967) found that each of the groups 
that had been exposed to inescapable shocks were significantly slower to 
escape/avoid the later escapable shock than the groups not exposed to the 
inescapable shocks. The groups which received inescapable shocks did not differ 
significantly from each other in escape/avoidance responding.
Seligman & Maier (1967) replicated experiments of Overmier & Seligman (1967) 
and extended the original study, investigating whether high degrees of control over
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shock would "immunize" the dogs against proactive interference.
Results indicate that dogs who first received escapable shock in the shuttlebox, 
then inescapable shock in the harness, did not react passively to subsequent 
escapable shock in the shuttlebox. However, dogs who first received inescapable 
shocks in the shuttlebox, or no treatment prior to the harness did evidence 
interference in escape/avoidance responses.
THEORY OF LEARNED HELPLESSNESS
Overmier & Seligman (1967) suggest that the source of the interference effect is a 
"learned helplessness". They conclude that the learned helplessness results from 
receiving aversive stimuh in situations where attempts to respond are of no avail in 
eliminating the trauma. This original hypothesis was subsequently formulated into 
a theory by Maier et al. (1969) and Seligman et al. (1971). The basic tenets of the 
theory state that sensitivity to the independence between responding and aversive 
stimuli produce learned helplessness in the following way:
1. The motivation to respond in the presence of an aversive stimulus is
produced by the expectation that responding will lead to the termination of 
the aversive stimulus.
2. The subject learns that the termination of the aversive stimulus and
responding are independent.
3. The expectation that responding will lead to termination of the aversive
stimulus is low and, therefore, the incentive for response initiation is low.
4. The low expectation is generalised to different stimuli and so responding in
other situations is low.
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Learned helplessness, then, is the label given to these expectational and incentive 
mechanisms and it leads to three deficits:
Firstly, there is the reduction in responding (ie., the motivational deficit).
Secondly, there is interference in making the association between responses and 
outcomes (ie., the cognitive deficit). Finally, Seligman (1975) suggested that the 
traumatic event leads to a heightened state of emotionality,originally in the form of 
fear. As the subject leams that he/she cannot control the negative event, fear is 
replaced by depression (ie., the emotional deficit).
REVISIONS OF THE LEARNED HELPLESSNESS THEORY 
Since the original formulation of the learned helplessness theory by Maier et al. 
(1969), it has undergone various revisions. Maier & Seligman (1976) reorganise 
the learned helplessness theory into a three step process. This reorganisation 
emanated from a hypothesis of Maier & Seligman (1976) which predicted that 
subjects make a cognitive representation of the contingency they experience 
between their responses and outcomes.
Thus, the process of learned helplessness became:
1. Information about the contingency (or the association between responses
and their outcomes)
2. Cognitive representation of the contingency (learning, behef, perception,
expectation)
3. Behaviour.
Alloy & Seligman (1979) also attended to the "cognitive representation" stage and 
believed that it required refinement. They organised it into two steps. The steps 
are, perception of present/past noncontingency followed by the expectation of
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future noncontingency.
The theory of learned helplessness was originally developed to explain the 
phenomenon of learned helplessness in animals. It was noted by Abramson et al. 
(1978) that it fell short when applied to humans. These theorists, therefore, added 
the additional step of attribution formation between the perception and the 
expectation of noncontingency.
Abramson et al. (1978) present an attribution model in an attempt to overcome 
inconsistencies in relation to the effects of uncontroUability when applied to 
humans. In so doing, they applied attribution theory to attempt to explain research 
which indicated that experience with uncontrollabihty need not necessarily lead to 
helplessness (Cole & Coyne, 1977;Hanusa & Schulz, 1977; Roth & Kubal, 1975). 
Abramson et al. (1978) developed their reformulation by stating that when people 
are helpless they ask why they are helpless. The causal attribution they make will 
determine the chronicity and the generality of their helplessness. The attribution 
the individuals make for response-outcome independence determines their 
expectation for future response-outcome independence. The expectation will then 
determine the generality, the chronicity and the type of helplessness.
The causal attributions for the response-outcome noncontingency that the individual 
makes can vary along three dimensions:
the degree to which the cause is due to oneself, or to other people or to 
circumstances (Internal-External dimension),
the degree to which the cause is likely to be constant or variable over time 
(Stable-Unstable dimension),
the degree to which the cause is likely to generalise across different situations or to
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be specific to one situation (Global-Specific dimension). The current state of the 
learned helplessness theory, then is:
(i) Experience of objective noncontingency
(ii) Perception of present/past noncontingency
(iii) Attribution for the present/past noncontingency along internal, stable and 
global dimensions
(iv) Expectation of future noncontingency
(v) Symptoms of learned helplessness - motivational, cognitive and emotional 
deficits.
Symptoms of learned helplessness also include passivity, lack of aggression, weight 
loss, norepinephrine depletion and depression (Seligman, 1975).
APPLICATIONS OF THE LEARNED HELPLESSNESS THEORY 
Theoretical aspects of the learned helplessness phenomenon have been focused 
upon thus far. However, a significant proportion of studies has been conducted in 
natural settings and has had an applied focus.
The theory of learned helplessness has been applied as an explanation for many 
human problems. This application sprang mainly from the realisation that 
unpleasant, uncontrollable incidents, which are conducive to helplessness effects, 
occur naturally in society.
The areas of everyday human life which have been attended to include infancy, 
when one’s power to exercise control is limited (Millar, 1972; Ramey & Curt,
1971) and the school setting where children can experience lack of control (e.g. 
Diener & Dweck, 1980; Johnson, 1981).
Crowding in high density residences has been associated with loss of control and,
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therefore, with learned helplessness (eg., Baum & Vallins, 1977; Rodin, 1976) as 
indeed has loneliness (Weiss, 1973), especially in the institutionalised elderly 
(Langer & Rodin, 1976; Peplau & Caldwell, 1978; Schulz, 1976). According to 
Taylor (1979), the forfeiture of control over tasks and outcomes required of 
patients in general hospitals also results in helplessness (also Raps et al., 1982). 
Furthermore, lack of control has been shown to exacerbate illness and physical 
complaints (Pennebaker et al. 1977; Schulz, 1976). Indeed, major illnesses such as 
coronary heart disease (Rahe, 1969) as well as minor ailments such as headache 
(Luborsky et al. 1973) and sinus problems (Wolf, 1954) have all been linked to 
loss of control. Even sudden death appears to be linked to learned helplessness, 
according to Engel (1970), Hughes & Lynch (1978) and Richter (1957).
Other debilitating effects of learned helplessness include producing emotional stress 
(Geer et al. 1970; Glass & Singer, 1972; Langer et al. 1975). However, the most 
significant emotional deficits of learned helplessness is depression. Seligman (1974, 
1976, 1981) claims that there are striking parallels between learned helplessness 
and reactive depression in humans. The literature in this area is vast (e.g. 
Abramson & Alloy, 1981; Klein et al., 1976; Schwartz, 1981; Journal of Abnormal 
Psychology, 1978, Vol. 87).
It is evident, then, that the theory of learned helplessness can be applied as an 
important contributor to our understanding of various real-life events. From 
infancy to old age most people, at some stage in their lives, will be exposed to 
uncontrollability. The learned helplessness theory can be applied to, and may be a 
significant explanation of, human behaviour in these situations.
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LEARNED HELPLESSNESS AND PEOPLE WITH LEARNING 
DIFFICULTIES
Research indicates that the life of a person with learning difficulties is similar to a 
macrocosm of the helplessness inducing experiment, in that, it involves repeated 
exposure to lack of control (Cromwell, 1963; Zigler, 1971). Several dimensions of 
noncontingency appear to play an important role in the development of 
helplessness (Seligman, 1975). Prolonged exposure to noncontingency produces 
more pronounced learned helplessness than does brief, occasional exposure (Roth 
& Kubal, 1975; Seligman, 1975). As the effects of helplessness dissipate over time 
(Seligman, 1975), frequent exposure to noncontingency maintains helplessness to a 
high level. Finally, the noncontingent occurrence of events that a human subject 
considers important or significant is more helplessness-inducing than an equally 
uncontrollable but less important experience (Roth & Kubal, 1975). Thus, early, 
prolonged and frequent exposure to important, noncontingent, uncontrollable 
outcomes maximise the development of learned helplessness (DeVellis &
McCauley, 1979). The environments in which people with learning difficulties live 
appear to be relatively low in contingency.
Furthermore, this noncontingency is likely to be experienced early in life, 
frequently and over a long period of time. DeVellis & McCauley (1979) argue, 
then, that people with learning difficulties are particularly susceptible to developing 
learned helplessness.
Deficits following exposure to noncontingency have been well documented (eg., 
Maier & Seligman, 1976) and some of the deficits reported include: reduced 
perception of control, the attenuation of aggressive and defensive behaviour, the
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attenuation of competitive responding and the failure to solve simple problems that 
are well within the range of capabilities of equivalent people not exposed to 
noncontingency (Seligman, 1975). Interestingly, a review of the learning difficulties 
literature reveals similar patterns of behaviour in people with learning difficulties 
(eg., Bialer, 1961; Cleland, Altman & Swartz, 1971; Dunn, 1973; Robinson & 
Robinson, 1976).
Institutions are a prime example of environments in which the lack of 
response-outcome contingencies seems to foster the development of learned 
helplessness in residents (DeVeUis, 1977).
Behavioural and motivational deficits such as passivity (Blatt & Kaplan, 1966) and 
submissiveness (Cleland et al., 1971) have been identified in both the 
institutionalised with learning difficulties and in the helpless. DeVeUis (1977) 
suggests that the helplessness develops as a result of the noncontingent stimulation 
presented to residents in institutions. Three possible sources of noncontingent 
reinforcement are evident.
Firstly, staff members may present noncontingent stimulation for their own 
convenience, without being aware of the consequences of their acts. For example, 
an non-ambulatory resident confined to a chair might be consistently placed near a 
bathroom area, to minimise the effort required to take him/her to the toilet. Thus, 
he/she may be deprived of access to reinforcing visual, auditory or social stimuli as 
a result. This de facto time out is not contingent upon resident behaviour, but staff 
preferences.
A second source of noncontingent, aversive stimuli might be fellow residents. An 
active resident, lacking motor control could inadvertently strike another resident
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whose disabilities prohibit self-protection or escape. The blow is noncontingent 
upon the behaviour of the resident receiving it.
A third example of aversive stimuli which occurs independently of responding is 
seizures. The typically uncontrollable occurrence of violent convulsive attacks 
which may result in falls, injuries and aversive social consequences, is a striking 
analog to the helplessness-inducing situation.
Indeed, merely observing others experiencing noncontingency can influence an 
observer’s perceptions of personal control (DeVellis, DeVelhs & McCauley, 1978). 
Therefore, the harmful effects of institutional settings might vicariously affect those 
who manage to avoid direct contact with noncontingency.
Swartz et al. (1983) includes an extensive list of common features between people 
with learned helplessness and people with learning difficulties. Some of these 
features include: passivity, withdrawal, defeatism, difficulties in concentration and 
attention, task avoidance, excessive dependency, feelings of worthlessness, 
perseveration and severely reduced level of persistence.
Clearly then, there are strong grounds for assuming that the phenomena of learned 
helplessness and learning difficulties are linked.
The first published attempt to empirically link learned helplessness to the behaviour 
of people with learning difficulties was Floor & Rosen’s (1975) study with young 
adults. Floor & Rosen (1975) wished to examine whether helplessness was a 
meaningful personality variable in people with learning difficulties. This is 
important to establish as personality variables appear to be more important than 
intellectual factors in determining the success of the adjustment of the person with 
learning difficulties to community living (Rosen et al., 1971).
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Floor & Rosen (1975) employed four measures of helplessness. One measure was 
a passive-dependency scale designed to assess the individual’s concept of self. The 
second measure was a "coping behaviour questionnaire". The third measure was a 
locus of control scale and the fourth was a response initiation measure which 
assessed responses to five mildly aversive circumstances. Floor & Rosen (1975) 
tested both institutionalised and non-institutionalised people with learning 
difficulties as well as a group of college students who were about the same age 
(average CA for the entire sample was approximately 21 years).
Floor & Rosen (1975) found helplessness to be a meaningful personality variable 
in people with learning difficulties. The two learning difficulties groups showed no 
marked differences, and both scored significantly more helpless than the non- 
learning difficulties group on almost all items.
Floor & Rosen (1975) propose that these day students often have overprotective 
families and tend to lead sheltered lives. Decision making and the experience of 
initiating action is often denied to the non-institutionalised population with learning 
difficulties as much as it is denied to the institutionahsed population with learning 
difficulties.
These results, however, pose a problem in interpretation. If passive behaviour is to 
conform to the definition of learned helplessness, it must be manifest in individuals 
who are capable of exercising active control in a given situation. For group 
differences in passivity to be interpreted as differences in learned helplessness, the 
groups must have the same general ability to exert appropriate controlling 
responses. However, the groups in the Floor & Rosen (1975) study differed 
markedly in IQ and thus in mental age (M.A.). Therefore, the design may have
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confounded group differences in passive behaviour with those in actual ability. 
Building on the empirical foundation laid by Floor & Rosen (1975), Weisz (1979) 
conducted a study of learned helplessness in children. Studies had shown that 
children with learning difficulties were typically low in persistence and effort, 
easily frustrated and anxious and unwilling to attempt tasks at appropriate ability 
levels (eg., Bluestein, 1967; Sabatino, 1976). Thomas (1979) believes that the 
school behaviour of children with learning difficulties aptly fits the learned 
helplessness model.
Weisz (1979), then, matched groups of children with and without learning 
difficulties at three general levels of ability (MAs 5.5, 7.5, 9.5). Each M.A. level 
included those with learning difficulties, those without learning difficulties and 
gifted children. Four operational definitions of learned helplessness were used. 
First, a successful puzzle, second a failure puzzle and the third and fourth tasks 
involved a buzzer task. Two questionnaires assessed helplessness. The first was a 
teachers’ estimation of the helplessness of the child and the second was a measure 
of the child’s own causal attributions for favourable and unfavourable outcomes.
All of the childrens’ measures showed the children with learning difficulties to be 
more helpless, but only at one or both of the upper M.A. levels. The pattern was 
most pronounced with respect to the response initiation measure, where the M.A.
9.5 group with learning difficulties was more helpless than all three of the M.A.
5.5 groups. This pattern of findings suggests that children with learning difficulties 
learn helplessness gradually, over years of development.
In a later study, Weisz (1981) presented children with and without learning 
difficulties (M.A. approximately 9.5) with a series of concept formation problems.
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On four successive test problems every instance of feedback was negative.
Children with learning difficulties showed a highly significant decline in their use 
of strategies from early to late problems whereas those children without learning 
difficulties showed a slight increase in their search for effective strategies. This 
pattern of results suggests that the negative feedback might indeed provoke a type 
of learned helplessness response.
Raber & Weisz (1981b) investigated both the fi'equency and contingencies of actual 
negative feedback in the classroom. Children with and without learning difficulties 
were roughly matched for reading age and were observed during their reading 
groups for a total of three to nine hours. Observers coded every instance of 
evaluative feedback from teacher to child, noting whether it was positive or 
negative and categorising it according to the child’s activity that precipitated it. 
Children with learning difficulties received more feedback per unit of time than did 
the group of children without learning difficulties. The groups did not differ in 
rates of positive feedback but those with learning difficulties received a 
significantly higher proportion of negative feedback than those without learning 
difficulties.
A second focus of the analyses was the pattern of contingency that governed 
feedback of the two groups. The proportion of negative feedback directed to the 
intellectual quality of the child’s performance was found to be significantly higher 
for the children with learning difficulties. According to Dweck et al. (1978) this 
pattern of feedback should make children with learning difficulties more likely to 
show helplessness in the form of performance deterioration under negative 
feedback.
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In addition to direct performance feedback, other ways adults interact with children 
with learning difficulties may foster the development of learned helplessness. In 
particular, certain stereotypes and connotations of the label "mental retardation" 
may lead adults to tolerate, or even expect, failure by a child with learning 
difficulties. A defining characteristic of a child with learning difficulties is low 
ability, relative to children without learning difficulties of a similar C.A. When the 
child with learning difficulties fails, emphasis on the ability deficit could lead 
attributors to discount the role of other important causal factors, notably, low 
effort. Severance & Gasstrom (1977) and Gibbons (1979) found results which 
indicate that adults rate low ability as an important cause of failure and predict 
lower levels of ultimate success for people labelled "mentally retarded" than for 
unlabeUed individuals.
Additionally, Weisz (1981a) conducted a set of studies in which adults gave causal 
attributions for failure in problem solving and estimated the probability of future 
success for hypothetical child with learning difficulties and an unlabelled child of 
equal mental age. In the studies low ability was rated as a more important cause 
of failure for the child with learning difficulties. Insufficient effort was rated more 
important for the unlabelled child who was also deemed more likely to succeed in 
the future. Furthermore, adults would be less likely to urge the child with learning 
difficulties to persevere following failure than they would the unlabelled child. 
Therefore, the simple knowledge that the child has learning difficulties may lead 
adults to an illogical pattern of attributions and expectations. This pattern may 
stimulate adult behaviour that implicitly condones and even encourages 
helplessness deficits in children with learning difficulties.
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An observation by Gargiulo et al. (1987) adds credence to Weisz’s (1981) findings 
that susceptibility to helplessness is primarily an artifact of debilitating 
environmental contingencies. These researchers noted that ten children with mild 
learning difficulties were categorised as master oriented on the basis of their own 
attributions, as measured by the Intellectual Achievement Responsibility 
Questionnaire. However, their task performance and their teachers’ ratings failed to 
indicate this advantage.
In another study by Gargiulo et al. (1987) teacher assessment of relevant classroom 
performance yielded further support of the susceptibility of students with learning 
difficulties to learned helplessness. Thus, they conclude that environmental factors 
are salient dimensions when examining the phenomenon of learned helplessness in 
students with learning difficulties.
Investigating learned helplessness and depression in a group of adolescents with 
and without mild learning difficulties, Reynolds & Miller (1985) found greater 
helplessness in the adolescents with learning difficulties. Reynolds & Miller 
(1985) anticipated, that as a function of continued failure experience in school a 
naturally acquired sense of learned helplessness would be demonstrated. This 
sense of learned helplessness, they suggest, may interfere with the learning process 
for academic topics, as well as generalise to adaptive and vocational domains. It 
may interfere, additionally, with successful community adjustment and integration. 
From the literature thus far reviewed, it appears that people with learning 
difficulties are frequently exposed to failure and lack of control. People with 
learned helplessness and people with learning difficulties tend to demonstrate 
similar patterns of behaviour. The environments in which people with learning
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difficulties function significantly foster the development of symptoms of learned 
helplessness. Additionally, adults attributions and expectations tend to feed into this 
process.
A further body of research exists which has attended to the causal attributions of 
the children with learning difficulties themselves in performance situations.
In a study by Gibson (1980), for example, results were consistent with the view 
that children with learning difficulties are particularly susceptible to helplessness. 
Compared to children of similar ability but without learning difficulties, those 
children with learning difficulties were more likely to ascribe success to the 
variable, uncontrollable factor of luck and less likely to make causal ascriptions to 
ability. In accounting for failure, the children with learning difficulties were more 
likely to indict the stable, uncontrollable factor of low ability and less likely to 
blame bad luck. Such a pattern of attributions would seem to give the child with 
learning difficulties less reason to persevere in the face of failure, because the 
perceived cause is beyond their control.
Similar findings are presented by Gargiulo et al. (1987). These investigators found 
that children with learning difficulties did not reflect attributions to effort, 
successful or not. Their ascriptions emphasised luck or the behaviour of significant 
others. Furthermore, they were less persistent at a task and initiated fewer 
responses in equivocal situations.
Students with learning difficulties in the Palmer et al.(1982) study judged their 
general lack of ability to perform tasks as more important in determining failure 
than did normal achieving students. Additionally, students with learning 
difficulties were less persistent.
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Two studies have examined whether various types of training would help to 
alleviate the negative effects of learned helplessness and thereby increase 
persistence in children with learning difficulties (Cullen & Boersma, 1982;
Kennelly et al. 1985).
Cullen & Boersma (1982) presented subjects with either tutor assisted, self 
instructional or no training on a problem solving task. Results indicate that the 
tutor assistance procedures were more effective for minimising the effects of failure 
in children with learning difficulties. Tutor assistance training was more effective 
than self instructional training for increasing persistence, for increasing the number 
of correct solutions and for reducing the number of withdrawals prior to solution. 
These results confirm the dependency of students with learning difficulties on 
external aid, although the continuing motivation shown by those with tutor 
assistance also suggests that more independent behaviours can be fostered.
Finally, Kennelly et al. (1985) compared an attribution retraining treatment 
(Dweck, 1975) with a control treatment matched to it in terms of schedule of 
successes and failures. They found that both treatments proved effective in 
alleviating helplessness. Their second experiment compared the effects of three 
success-failure schedules (100% success, 76.9% success and 46.2% success) on 
attributions and persistence. Only the 76.9% success schedule increased attributions 
of failure to lack of effort and improved behavioural persistence in the face of 
failure. These findings suggest that Dweck’s (1975) attribution retraining treatment 
was effective, not because of the attribution retraining, but because of the 
intermittent schedule that was rich in successes and lean in failures.
To conclude then, as can be seen from this review of the literature, children,
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adolescents and adults with learning difficulties are particularly prone to developing 
learned helplessness. This learned helplessness, in the main, appears to be fostered 
within the environments in which these people live.
A number of studies in the field of learned helplessness in people with learning 
difficulties suggest that a key focus of research in this area should be the 
investigation of and the development of strategies for the prevention of learned 
helplessness in this population (eg., Gargiulo et al., 1987; Swartz et al., 1983). The 
research reviewed clearly indicates that preventative and therapeutic interventions 
are needed, particularly with people with learning difficulties. Nevertheless, there 
has been no published endeavour in the potentially fruitful area of preventing 
learned helplessness in people with learning difficulties.
PREVENTING THE DEVELOPMENT OF LEARNED HELPLESSNESS 
It has been demonstrated in the earliest of learned helplessness studies, that it is 
possible to immunize dogs against developing the negative symptoms of learned 
helplessness (Seligman & Maier, 1967). Subsequent studies with animals, all with 
rats, have yielded similar findings (eg.,Hannum et al., 1976; Mullins & Winefield, 
1977; Seligman et al., 1975; Warren et al., 1985 and Williams & Maier, 1977).
In humans however, few adequate preventative measures have been documented for 
learned helplessness. This is a significant oversight by learned helplessness 
researchers.
Methodological limitations of those studies that have been conducted in the 
laboratory, with college students, will be exposed in this section, in a bid to clarify 
pertinent issues for a subsequent empirical contribution. Prevention of, or 
immunization against learned helplessness is predicted to occur when an experience
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of control precedes an experience of no control. Initial experience of control 
should have two consequences: it should interfere with learning that termination of 
the helplessness inducing event and responding will be independent, and it should 
facilitate discrimination between the situations which induce helplessness 
(uncontrollable situations) and those which do not induce helplessness (controllable 
situations).
Experiments on immunization against learned helplessness have usually involved 
three phases. Initially a group of subjects are presented with a controllable 
situation (the immunization phase). This experience of control is predicted to 
hinder the development of helplessness in the second, uncontrollable phase. The 
effects of the immunization are then assessed via the performance of immunized 
subjects on a third and final controllable test, relative to subjects who were not 
immunized.
Thornton & Powell (1974) conducted the first published study on immunization 
against learned helplessness in humans. Contrary to predictions, no immunization 
effect was observed. A confounding variable in this particular study pertains to the 
instructions presented to the subjects regarding their performance on the tasks. 
Subjects in both the avoidable and the unavoidable shock conditions were told, 
according to the condition, whether shock was related to the task or not. This 
knowledge could affect performance on the task and, therefore, could affect the 
results obtained.
Since the Thornton & Powell (1974) effort there have been only ten published 
investigations into immunization against learned helplessness in humans.
Two examples (ie., Hirt & Genshaft, 1981 and Klee & Meyer, 1979) were terse
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accounts and analysis of their procedures is not possible as the relevant information 
is not presented.
The remaining studies reveal methodological shortcomings which suggest that 
cautious interpretations of their results is required.
A significant flaw in the design of certain of these attempts is the lack of sufficient 
groups to form the "triadic" design. The triadic design consists of three groups, 
namely, the helpless group, the non-helpless group and the no treatment control 
group. All three groups are required to adequately demonstrate that helplessness 
has occurred. If all three groups are not included, confounding variables are 
introduced.
For example, Jones et al. (1977) omit both a non-helpless and a no treatment 
control group. Their design includes immunization groups and a helpless group 
only. Douglas & Anisman (1975), too, failed to include a non-helpless group in 
their design. Helplessness was induced in both experiments, in the helpless group, 
by exposure to total failure on a task. It could be argued, that the helplessness 
effects found in these experiments can be explained in terms of the failure 
experienced by the helpless group, rather than by the effects of loss of control. A 
non-helpless group is required then so that it can be matched with the helpless 
group for amount and pattern of success/failure feedback on the helpless task. The 
groups’ experience should only differ with respect to the amount of control they 
receive. Subsequently, any differences in performances would be explained in 
terms of the varying degrees of control rather than in terms of any other 
confounding variable. The no treatment control group, which does not experience 
the helpless phase, is necessary to control for the effects of merely engaging in
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such a phase. The matching procedure for amount and pattern of success/failure 
feedback is termed the "yoking" procedure.
Although studies have failed to include groups necessary for the triadic design 
(Douglas & Anisman, 1975; Jones et al., 1977) others cannot be criticised for such 
an oversight. Nevertheless, many of the investigations which do have a triadic 
design have neglected to adopt this fundamental "yoking" procedure (eg., Altmaier 
& Happ, 1985; Dyck & Breen, 1978; Nation & Boyajian, 1981; PrindaviUe &
Stan, 1978; Stdn,1980X
Nation & Boyajian (1981), for example, presented their non-helpless group with 
100% success and their helpless group with 100% failure. Dyck & Breen (1978) 
exposed helpless subjects to a 30% success situation and non-helpless subjects to a 
70% success situation. These variations in the amount of success/failure feedback 
received by the helpless and the non-helpless groups could account for the 
helplessness found in these experiments, it is argued. The effects of varying 
degrees of success and failure are not predicted by learned helplessness theorists to 
have a role in the development of learned helplessness. Therefore, the findings of 
these experiments do not render themselves exclusively to a learned helplessness 
interpretation.
Immunization against learned helplessness is predicted to occur when an experience 
of control precedes an experience of no control. However, a number of empirical 
investigations into the prevention of learned helplessness have presented their 
subjects with immunization tasks which are not controllable.
For example, PrindaviUe & Stein (1978) presented subjects with success feedback 
on every third trial (FR schedule) or success feedback irregularly but on average on
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every third trial (VR schedule). Therefore, these subjects were never exposed to a 
controllable situation. The feedback they received on the immunization task was a 
predetermined schedule of successes, totally independent of their performance on 
the problem. Indeed, in this case there were no correct solutions to the task and so 
success feedback was noncontingently related to responses.
Stein’s (1980) study has a similar shortcoming. Two immunization situations were 
created, namely, one which contained multiple numbers of consecutive failures 
prior to a success and the other in which a single failure was presented prior to a 
success. These predetermined schedules of success and failure were independent of 
subjects responses and were outside the control of the "immunized" subjects.
Other experiments which include similar methodological flaws are Dyck & Breen 
(1978) and Nation & Boyajian (1981).
Clearly then, of the published studies on the prevention of the development of 
learned helplessness in humans, none has an adequate methodological design (see 
TABLE 1 for a summary of these methodological flaws).
SUMMARY
The learned helplessness theory was developed as an explanation for the negative 
effects observed in dogs that had been exposed to uncontrollable situations. The 
theory was revised later to explain the same phenomenon in humans. As well as 
theoretical work, researchers in the learned helplessness field have been concerned 
with the application of the theory to everyday human problems and situations. One 
group of humans who have been shown to be especially susceptible to developing 
learned helplessness are people with learning difficulties. It was noted, however, 
that no means of preventing the development of learned helplessness in this group
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has been developed. Studies on prevention of learned helplessness have been 
conducted in the laboratory, on college students, but each contains methodological 
flaws which render them inadequate.
Thus, it appears that there are two areas of the learned helplessness literature, 
namely, learned helplessness in people with learning difficulties and prevention of 
learned helplessness, which firstly could be improved upon and secondly, which 
could be linked in one piece of empirical work.
TABLE 1. SUMMARY OF METHODOLOGICAL FLAWS IN 
IMMUNIZATION STUDIES WITH HUMANS.
METHODOLOGICAL PROBLEMS STUDY
CONFOUNDING INSTRUCTIONS
DESCRIPTION OF THE 
PROCEDURE TOO SHORT
ABSENCE OF THE TRIADIC 
DESIGN
ABSENCE OF THE YOKING 
PROCEDURE
IMMUNIZATION TASK WAS 
NOT CONTROLLABLE
THORNTON & POWELL (1974)
HIRT & GENSHAFT (1981) 
KLEE & MEYER (1979)
DOUGLAS & ANISMAN (1975) 
JONES FT AL. (1977)
ALTMIER & HAPP (1985) 
DYCK & BREEN (1978) 
NATION & BOYJIAN (1981) 
PRINDAVBLLE & STEIN (1978) 
STEIN (1980)
DYCK & BREEN (1978) 
NATION & BOYJIAN (1981) 
STEIN (1980)
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CHAPTER TWO: PURPOSE OF THE PRESENT STUDY 
INTRODUCTION
This brief section serves as an introduction to the present empirical work. The main 
focus of the investigation is induction of and immunization against learned 
helplessness in a group of adults with learning difficulties.
AIMS OF THE PRESENT STUDY
Two significant gaps in the learned helplessness literature have been exposed in the 
review presented in part one of this study. Firstly, people with learning difficulties 
have been clearly shown to be prone to learned helplessness. However, no method 
of preventing the development of learned helplessness has been investigated in this 
group.
Secondly, of the laboratory research into the prevention of learned helplessness, no 
adequate way has been adopted which is unconfoundedly based upon the 
predictions of the learned helplessness theory.
The present study aims to fill both of these gaps simultaneously.
DESIGN
From the investigations that deal with immunization against learned helplessness in 
the laboratory, little unconfounded evidence is forthcoming. A number of 
methodological flaws account for this situation. These shortcomings have been 
identified in part one and ways of overcoming them will be adopted in part two. 
Furthermore, the method of prevention that is used is applied to a clinical 
population, as opposed to the college student population used in all of the other
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investigations.
As in the previous studies, it is argued that to demonstrate effectively that 
immunization against learned helplessness has occurred, it is firstly necessary to 
induce helplessness. Although people with learning difficulties are exposed to 
uncontrollable, helpless-inducing events in their lives, it cannot be assumed that the 
sample used in this study are helpless. Therefore, a helpless group is included 
which is exposed to an uncontrollable experience. A matched, non-helpless group 
will experience a controllable situation while the no treatment control group will 
not engage in the pretreatment task. Finally, the immunization group will firstly 
engage in a controllable task followed by the uncontrollable pretreatment task.
THE THREE PHASES OF THIS STUDY 
IMMUNIZATION PHASE
In previous immunization experiments, immunization has not been presented as a 
controllable experience. As it is the experience of control that is predicted to ' 
immunize subjects against learned helplessness, these studies have not provided an 
adequate treatment based on the theory of learned helplessness.
Subjects in the present study will receive 100% control over the immunization task. 
The outcome of the task is to tally dependent upon the subjects’ responses. 
Additionally, although the experience is a positive one, it does not involve the 
experience of either success or failure. In this way the controllability of the task is 
not confounded. The subjects can exercise control and choice over all four aspects 
of the task. Such a situation conforms readily to the definition of control used in 
the learned helplessness literature (see Appendix A) and, thus, as a method of 
immunizing against learned helplessness.
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PRETREATMENT PHASE
The present study includes the triad of non-helpless, helpless, and no treatment 
control groups. Additionally, the "yoking" or matching procedure, whereby the 
non-helpless and helpless subjects receive a similar amount and pattern of 
success/failure feedback is included.
A series of four concept identification problems (in ten trial blocks) is used to 
induce helplessness in this study (Levine, 1971). In all, forty trials of 
noncontingent reinforcement are presented throughout the task to the helpless and 
the immunization groups while forty trials of contingent reinforcement are 
presented to the non-helpless group. How ever, the actual amount of 
success/failure on the four tasks remains constant across all groups. It is believed 
that the nature of this task adapts well to the current requirements, overcoming the 
difficulties extant in the previous endeavours.
TEST PHASE
Lack of persistence is a common aspect of behaviour which people with learning 
difficulties and people with learned helplessness exhibit (Swartz et al., 1983). 
Furthermore, both Gargiulo et al. (1987) and Palmer et al. (1982) found that 
children with learning difficulties displayed performance deficits in the form of 
reduced persistence.
In previous attempts to reduce learned helplessness in children with learning 
difficulties measures of persistence were employed (eg., Cullen & Boersma, 1982; 
Kennelly et al., 1985).
The test phase in this experiment is also a test of persistence. It consists of a 
simple task of drawing circles. In this way success and failure feedback is not
175
necessary and thus, will not influence the persistence data. The number of circles 
the subject draws and the time the subject spends on the task are the measures of 
persistence.
STATEMENT OF HYPOTHESES 
HYPOTHESIS ONE:
There will be an overall significant difference in persistence between the groups 
(ie., on both number and time measures).
HYPOTHESIS TWO:
The helpless group will be significantly less persistent, on both measures of the test 
task, than the non-helpless and the no treatment control groups, who will not differ 
among themselves (ie., the helplessness effect).
HYPOTHESIS THREE:
The immunization group will be significantly more persistent, on both measures of 
the test task, than the helpless group, but will not differ significantly from either 
the non-helpless or the no treatment control groups (ie., the immunization effect). 
HYPOTHESIS FOUR:
There will be no overall significant difference in IQ be tween the groups. 
HYPOTHESIS FIVE:
There wiU be no overall significant difference in age be tween the groups. 
HYPOTHESIS SIX:
IQ will not be significantly, positively correlated with persistence.
HYPOTHESIS SEVEN:
Age will not be significantly, positively correlated with persistence.
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SUMMARY
The present experimental work aims to have both theoretical and practical 
implications. It is designed firstly, to provide a strict test of the predictions of the 
learned helplessness theory regarding induction of and immunization against 
learned helplessness.
Secondly, it is designed to provide an adequate method of preventing learned 
helplessness in a group of adults with learning difficulties.
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CHAPTER THREE: METHODOLOGY 
INTRODUCTION
A detailed account of the methodology adopted in this empirical study is presented. 
A description of the experiment is given in terms of subjects employed, materials 
used and the step-by-step procedure adopted.
OVERVIEW
The experiment was conducted in three phases: immunization, pretreatment and 
test. The experiment involved four groups, that is, three experimental groups: 
immunization, non-helpless, and helpless as well as one control group, the no 
treatment control group.
The immunization group took part in all three phases of the experiment (ie., 
immunization, pretreatment and test). The non-helpless and helpless groups 
participated in the pretreatment and test phases while the no treatment control 
group only did the test task.
Table two indicates the phases, groups and tasks of the experiment.
TABLE 2. PHASES, GROUPS AND TASKS IN THE EXPERIMENTAL 
DESIGN OF THE PRESENT STUDY.
GROUP/PHASE IMMUNIZATION PRETREATMENT TEST
IMMUNIZATION DRAWING TASK IDENTIFICATION CIRCLES
NONHELPLESS X IDENTIFICATION CIRCLES
HELPLESS X IDENTIFICATION CIRCLES
NO TREATMENT X X CIRCLES
CONTROL
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SUBJECTS
The subjects were forty adults with learning difficulties living in the community in 
the District of North West Surrey. There were twenty male and twenty female 
subjects (see TABLE 3a). Subjects were randomly assigned to one of four groups 
(ie., immunization, helpless, non-helpless or no treatment control). There were ten 
subjects in each group.
Subjects ranged in age from twenty-one years to seventy-eight years. Table 3b
presents a division of subjects according to their age.
IQ scores for 50% of the subjects were obtained. The IQs ranged from thirty-nine 
to seventy-five. Table 3c indicates the breakdown of subjects according to their 
IQ.
Subjects were seen at day centres, group homes and the subjects’ own homes. The
number of subjects seen at each lo cation is given in Table 3d.
TABLE 3a. SUBJECT X SEX
SEX N
MALE 20
FEMALE 20
TABLE 3b. SUBJECT X AGE
YEARS N
21-30 8
31-40 15
41-51 12
51-60 2
61-70 2
71-80 1
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TABLE 3c. SUBJECT X IQ
IQ N
31-40 1
41-50 4
51-60 5
61-70 6
71-80 4
TABLE 3d. SUBJECT X LOCATION
LOCATION N
DAY CENTRE 12
GROUP HOME 23
OWN HOME 05
MATERIALS
1. IMMUNIZATION PHASE
The materials in the immunization phase consisted of:
* COLOURING MATERIALS
- 12 Jumbo Markers
- 12 Colouring Pencils
- 24 Crayons
- 8 Chalk Sticks
Stickers
* PAPER
- SIZE: Large (42cm X 30cm).
Small (21cm X 30cm).
- COLOUR: Pink, Orange, Blue, Green and White.
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2. PRETREATMENT PHASE
Four white cards (14.5cm X 12.5cm). Each card contained a coloured 
circle. The colour of the circles were blue, black, orange and red. The 
radius of each circle was 4.5cm. An example of the cards used in this 
phase is given in Appendix B.
Two sheets of white paper (21cm X 21cm), each with a large X (9cm X 
9cm).
A4 sheets of paper (blank and white)
Pen/Pencil.
3. TEST PHASE
Sheets of A4 white paper. Each sheet was divided into five columns and 
ten rows. Thus there were fifty boxes approximately 2.5cm X 3cm. Each 
box in alternate rows contained a circle (radius 1cm). There were 
twenty-five boxes with circles and twenty-five boxes without circles. (See 
Appendix C for a copy).
A bundle of approximately twenty sheets of blank, unruled A4 paper for 
each subject.
A pencil and a stopwatch.
PROCEDURE 
ORGANISING A SAMPLE OF VOLUNTEERS/SUBJECTS
A list of names of people with learning difficulties, living in the North West 
Surrey District, who were thought to be capable of taking part in the study, was 
obtained from the District Psychology Service for people with learning difficulties. 
These individuals were then categorised according to their contact locations.
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Contact locations were either group homes, day centres or own homes.
Key workers for the individuals (eg., managers of the day centres) were contacted 
and given a detailed description of the study.
The key workers then described the study to the individuals with whom they were 
associated. In this way, initial contact with the individuals was organised via a 
third party, allowing the individuals the freedom to consent or to refuse to 
participate in the study prior to meeting the researcher.
The key workers forwarded the names of those individuals who freely volunteered 
to participate.
Mutually convenient times were arranged with the volunteers to conduct the study. 
DIRECT CONTACT WITH THE SUBJECTS
Subjects were tested at one of three contact locations (ie., group homes, day centres 
or own homes). Testing took place in a large room which was available at the 
time of testing and which allowed testing to take place in private and without 
distractions. A table was placed beside the experimenter and the subject upon 
which the experimental materials were presented. There was direct communication 
between the experimenter and the subject throughout the experiment. For each 
subject, all phases of the experiment, in which they were engaged, were carried out 
in the same room and with the same experimenter. Subjects were seen 
individually.
A period of approximately five minutes was spent establishing rapport between the 
experimenter and the subject. Once the subject was thought to be relaxed and ready 
to engage in the task, they were informed that there would be either one, two or 
three parts for them to do (according to the groups to which they were assigned).
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Subjects were randomly assigned to one of four groups (immunization, non- 
helpless, helpless or no treatment control).
IMMUNIZATION PHASE: DRAWING TASK
One of the four groups, namely, the immunization group, engaged in this phase of 
the experiment.
The experimenter read the following instructions:
"m  THIS PART YOU CAN DRAW A PICTURE. LOOK AT ALL OF THE 
MATERIALS I HAVE HERE ON THE TABLE (EXPERIMENTER DISPLAYS 
THE COLOUREMG MATERIALS). YOU CAN CHOOSE WHATEVER TYPE 
OF MATERIALS YOU WISH TO USE FOR YOUR PICTURE. YOU CAN USE 
MARKERS, CRAYONS, PENCILS, CHALK OR STICKERS OR ANY 
COMBINATION OF THESE. YOU CAN MAKE YOUR OWN DECISION, ITS 
UP TO YOU. WHEN YOU ARE READY YOU CHOOSE THE MATERIALS 
YOU WANT FOR YOUR PICTURE (SUBJECT CHOOSES MATERIALS).
NOW LOOK AT ALL OF THE PAPER I HAVE HERE ON THE TABLE 
(EXPERIMENTER DISPLAYS THE PAPER). YOU CAN CHOOSE 
WHATEVER PAPER YOU WISH TO USE FOR YOUR PICTURE. FIRST, 
THERE ARE LARGE OR SMALL SHEETS. WHEN YOU ARE READY YOU 
CAN CHOOSE THE SIZE OF PAPER YOU WOULD LIKE TO USE (SUBJECT 
CHOOSES SIZE OF PAPER).
O.K. NOW YOU CAN CHOOSE THE COLOUR OF THE PAPER YOU WANT. 
THERE IS A LOT OF CHOICE HERE AND ITS UP TO YOU WHICH ONE 
YOU USE. THERE ARE PINK, BLUE, WHITE, RED AND ORANGE SHEETS. 
WHEN YOU ARE READY, CHOOSE THE COLOUR YOU WANT FOR YOUR
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PICTURE (SUBJECT CHOOSES COLOUR OF PAPER).
NOW YOU HAVE THE MATERIALS AND PAPER YOU DECIDED YOU 
WOULD USE FOR YOUR PICTURE. AT THIS STAGE YOU ALSO HAVE 
CONTROL OVER WHAT YOU DRAW, IT CAN BE ANYTHING YOU WANT. 
THE PICTURE CAN TURN OUT EXACTLY THE WAY YOU WANT IT TO. 
WHEN YOU ARE READY YOU CAN DRAW THE PICTURE."
The subjects were allowed as much time as they required to complete the picture to 
their own satisfaction.
When the subjects indicated that they had finished, the experimenter discussed the 
content of the picture with them and praised them for their effort.
The subject was then told that they could keep the picture. The subjects who 
participated in this phase experienced control/choice over all aspects of the task 
(materials, paper size, paper colour and content of the picture). In this way the 
outcome of the task was 100% contingent upon their responses, in complete 
accordance with the operational definition of control used in this study (see 
Appendix A).
PRETREATMENT PHASE: IDENTIFICATION PROBLEMS
Three groups participated in this part of the experiment (ie., immunization, non- 
helpless and helpless groups). For the immunization group it was the second phase 
of the experiment. For the non-helpless and the helpless groups it was the first 
stage of the experiment.
The stimulus materials consisted of four cards with a different coloured circle on 
each card. These served as simplified versions of the materials regularly used in 
"concept learning" and "discrimination learning" experiments which investigated
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hypothesis-testing theory (eg., Levine, 1966; Levine, 1971; Levine et al., 1977). A 
series of four identification problems was conducted. Each one of the four 
problems was presented in blocks of ten trials.
The instructions for the identification task were:
IN THIS PART YOU WILL BE LOOKING AT CARDS LIKE THESE 
(EXPERIMENTER DISPLAYS CARDS ON THE TABLE) AND WE WILL 
PLAY A GAME WITH THEM. EACH CARD HAS A COLOURED CIRCLE ON 
IT. CAN YOU NAME THE COLOURS FOR ME? (SUBJECT NAMES THE 
COLOURS).
CORRECT/NO THAT COLOUR IS....
I AM GOING TO CHOSE ONE OF THESE COLOURS IN MY HEAD BUT I 
I AM NOT GOING TO TELL YOU WHAT IT IS. THE THING YOU HAVE TO 
DO IS TO FIGURE OUT WHAT COLOUR IT IS. I WILL NOW TELL YOU 
HOW YOU CAN DO THIS."
(THE EXPERIMENTER PUTS THE TWO SHEETS OF WHITE PAPER 
CONTAINING THE LARGE X IN FRONT OF THE SUBJECT, ONE ON THE 
RIGHT HAND SIDE AND ONE ON THE LEFT HAND SIDE. TWO OF THE 
CARDS ARE PLACED BEHIND THE X ON THE RIGHT AND THE OTHER 
TWO CARDS ARE PLACED BEHIND THE X ON THE LEFT).
"I HAVE PLACED THE CARDS IN FRONT OF YOU LIKE THIS. SEE,
THERE ARE TWO ON THIS SIDE (EXPERIMENTER POINTS TO THE 
RIGHT) AND TWO ON THIS SIDE (EXPERIMENTER POINTS TO THE 
LEFT).
PUT YOUR FINGER ON THIS X IF YOU THINK THE COLOUR I HAVE IN
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MY HEAD IS ONE OF THE COLOURS ON THIS SIDE (EXPERIMENTER 
DEMONSTRATES BY POINTING TO THE X ON THE RIGHT SIDE). PUT 
YOUR FINGER ON THIS X IF YOU THINK THE COLOUR I HAVE IN MY 
HEAD IS ONE OF THE COLOURS ON THIS SIDE (EXPERIMENTER 
DEMONSTRATES BY POINTING TO THE X ON THE LEFT SIDE). I WILL 
THEN TELL YOU IF YOU ARE RIGHT OR WRONG.
THEN I WILL MIX THE CARDS AROUND AND I WILL AGAIN ASK YOU 
TO VOJNT TO THE SIDE YOU THINK THE COLOUR IS ON, AFTER THEY 
HAVE BEEN MIXED. I WILL THEN TELL YOU IF YOU ARE RIGHT OR 
WRONG.
I WILL MIX THE CARDS TEN TIMES. AFTER THIS I WILL ASK YOU TO 
NAME THE COLOUR YOU THINK I HAVE IN MY HEAD. I WILL TELL 
YOU IF YOU ARE RIGHT OR WRONG."
Three sample problems were presented prior to the task proper, to familiarise the 
subject with the procedure of the task. Once the subject was familiar with the task, 
the first problem (ie., the first ten trial block) was presented.
At the end of the ten trials subjects were read additional instructions for subsequent 
problems:
"WE ARE NOW STARTING A NEW GAME. YOU DO NOT KNOW AT THIS 
STAGE WHAT COLOUR I HAVE PICKED. IT COULD BE ANY ONE OF 
THE FOUR COLOURS. I WILL CONTINUE TELLING YOU IF YOU ARE 
RIGHT OR WRONG".
Each problem employed the same cards.
Feedback was contingently related to responses for subjects in the non-helpless
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group. If they identified the correct value, the experimenter related their success: 
"THAT’S RIGHT."
If the subjects were incorrect in their identification, they were told;
"THAT’S WRONG."
The correct values for the non-helpless group were:
(i) BLACK, (Ü) BLUE, (iii) BLACK and (iv) RED.
On the other hand, although subjects in the helpless and in the immunization 
groups were led to believe that they were receiving feedback which was contingent 
upon their choice of correct value, in reality they were receiving a noncontingent, 
predetermined schedule of correct and incorrect feedback. The schedules for all 
subjects in these groups were:
PROBLEM 1: R-W-W-R-R-W-W-R-R-W.
PROBLEM 2: W-R-W-R-R-W-R-W-R-W.
PROBLEM 3: W-R-W-R-W-R-R-W-R-W.
PROBLEM 4: W-R-R-W-W-R-R-R-W-R.
R = RIGHT; W = WRONG.
At the end of each of the ten trial blocks the subjects in these groups were asked to 
identify the correct colour. Success and failure feedback on each of the four 
problems corresponded to the success and failure feedback given to the non- 
helpless group. Thus, all groups were yoked or matched for amount and pattern of 
success/failure feedback in this phase of the experiment. Groups differed only with 
respect to the amount of control they experienced over the task.
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TEST PHASE: CIRCLES TEST
All groups participated in this part of the experiment (ie., immunization, non- 
helpless, helpless and no treatment control). The subjects’ performances on this 
test were used as measures of helplessness or lack of helplessness. The two 
measures were measures of persistence and were: NUMBER (ie., the number of 
circles the subject draws) and TIME (ie., the time the subject spends on the task). 
All subjects were instructed as follows:
IN THIS PART YOU ARE ASKED TO DRAW CIRCLES. DO YOU SEE THE 
CIRCLES ON THIS SHEET? (EXPERIMENTER POINTS OUT THE PRINTED 
CIRCLES). PLEASE DRAW FIVE CIRCLES ON THIS ROW LIKE THOSE ON 
THE ROW ABOVE THEM." (THE SUBJECT IS ALLOWED TIME TO 
COMPLETE THIS PART OF THE TASK).
"NOW HERE ARE A NUMBER OF BLANK SHEETS OF PAPER. DRAW AS 
MANY CIRCLES AS YOU WISH ON THESE PAGES. DO THEM JUST LIKE 
THE ONES YOU HAVE DONE. YOU CAN STOP DRAWING WHENEVER 
YOU WISH ALSO. START NOW AND TELL ME WHEN YOU HAVE 
FINISHED."
With the use of a stopwatch, the experimenter obtained the exact time the subject 
spent on the task. When the subjects indicated that they had finished the task, they 
were thanked by the experimenter for their participation in the study. They were 
then asked if they had any questions relating to the study and all questions were 
answered fully by the experimenter.
Each subject was then fully debriefed by the experimenter regarding reason for the 
study, the manipulations involved and the amount of control they had over their
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scores on the identification task. Those in the helpless and immunization 
conditions were informed that their results were independent of their responses on 
the identification task. They were then offered the opportunity to engage in the 
task with contingent feedback if they wished to do so. This was to allow the 
subjects to leave the experimental situation with a sense of control over the 
previously uncontrollable task.
The experimenter was confident that no subject left the room after the debriefing 
session with a sense of helplessness.
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CHAPTER FOUR: FINDINGS OF THF PRESENT STUDY 
INTRODUCTION
The present study attempts to provide adequate evidence for the phenomenon and 
theory of learned helplessness. The aims of the study are firstly, to induce and 
prevent the development of learned helplessness in adults with learning difficulties. 
Secondly, the study aims to examine the relationship between the measures of 
helplessness adopted in this study (ie., measures of persistence) and two variables, 
namely IQ and age.
In this section, the findings from the present study are described. Data were 
analysed using nonparametric tests. The data were examined in terms of:
(i) Total scores. Medians and Ranges of the persistence measures 
(number and time),
(ii) "Helplessness" and "Immunization" effects across the groups on the 
persistence measures (number and time) using the Kruskal-Walhs 
one-way ANOVA (H) and the Mann-Whitney (U) Test,
(iii) Means, Standard Deviations and Ranges of the variables IQ and 
Ag&,
(iv) Differences in IQ and Age across the groups using the 
Kruskal-WaUis one-way ANOVA (H) test,
(v) The relationship between persistence measures (number and time) 
and the variables IQ and Age, using Spearman’s Rank Order 
Correlation Coefficient, Rho.
All tests are two-tailed tests. Results will be discussed in terms of the stated
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hypotheses.
TOTAL SCORES, MEDIANS AND RANGES OF PERSISTENCE 
MEASURES (NUMBER AND TIME)
NUMBER
The group with the largest total of circles drawn was the non-helpless group (total 
= 1612), followed by the no treatment control group (total = 1419) and the 
immunization group (total = 1285). The helpless group contained the lowest 
number of circles drawn (total = 432).
The group with the largest median was the no treatment group (median = 136), 
followed by the immunization group (median =110) and the non-helpless group 
(median = 106). The helpless group contained the lowest median (median = 45.5). 
The number of circles drawn in the different groups ranged from 70-547 in the 
non-helpless group, 06-321 in the no treatment control group, 14-314 in the 
immunization group and 05-86 in the helpless group.
TIME
The non-helpless group spent the longest time on the task (total seconds = 4060), 
followed by the no treatment control group (total seconds = 2813) and the 
immunization group (total seconds = 1884). The helpless group spent the shortest 
time on the task (total seconds = 749).
The group with the largest median was the non-helpless group (median = 362), 
followed by the no treatment control group (median = 190) and the immunization 
group (median = 110). The helpless group contained the lowest median (median =
72X
Time spent on the task in the different groups ranged from 93-976 seconds in the
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non-helpless group, 36-630 seconds in the no treatment control group, 79-442 in 
the immunization group and 27-127 in the helpless group.
These differences between the groups are presented in diagrammatical form in 
appendices D and E. Appendix D contains a histogram of the total number for 
each of the groups.
Appendix E contains a histogram of the total time for each of the groups.
Tables 4 and 5 represent the total scores, medians and ranges of the persistence
measures (number and time, respectively) for the different groups.
TABLE 4: TOTAL SCORES, MEDIANS AND
RANGES OF PERSISTENCE SCORES: NUMBER X GROUP
GROUP TOTAL MEDIAN RANGE
N 1612 106 70-547
H 432 45.5 05-86
I 1285 110 14-314
C 1419 136 06-321
TABLE 5: TOTAL SCORES, MEDIANS AND RANGES OF 
PERSISTENCE SCORES: TIME (SEC) X GROUP
GROUP TOTAL MEDIAN RANGE
N 4060 362 93-976
H 749 72 27-127
I 1884 110 79-442
C 2813 190 36-630
NOTE: FOR ALL TABLES N=NON-HELPLESS;
H= HELPLESS; 1= IMMUNIZATION AND C= NO 
TREATMENT CONTROL.
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’’HELPLESSNESS" AND "IMMUNIZATION" EFFECTS
The helplessness and immunization effects were analysed by comparing all groups 
on the persistence measures (number and time). The tests used for these statistical 
analyses were the Kruskal-Wallis one-way ANOVA (H) and the Mann-Whitney 
(U) Test. Findings will be presented in this section in terms of the obtained values 
of H and U and the probability values of the null hypotheses. The data are 
additionally presented in tabulated form.
HYPOTHESIS I:
There will be an overall significant difference in persistence between the groups 
(ie., on both number and time measures).
Results indicate that overall there was a significant difference between the groups 
on both the number measure (H=12.52; p<.01) and on the time measure (H=17.62;
p<.01).
Thus, hypothesis one found complete support from the analysis carried out on the 
obtained data. Table 6 represents the H values and the two-tailed P values 
corrected for ties obtained on both the number and time measures.
Further analyses were carried out to specify, more precisely, differences between 
groups in terms of the "helplessness" and "immunization" effects.
HYPOTHESIS 2:
The helpless group will be significantly less persistent, on both measures of the test 
task, than the non-helpless and the no treatment control groups, who will not differ 
among themselves (ie., the helplessness effect).
The helpless group was significantly less persistent (as indicated by the number 
measure) than the non-helpless and the no treatment control groups (Us = 11 21, Ps
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<.05). The helpless group was significantly less persistent (as indicated by the 
time measure) than the non-helpless and the no treatment control groups (Us = 7.5 
and 17, P <.002 and P <.05, respectively).
The non-helpless and the no treatment control groups showed no significant 
differences among themselves on the number and time measures (Us = 47.5 and 40 
respectively, both N.S.).
Evidence to substantiate hypothesis two is available from the present data, then. 
HYPOTHESIS 3:
The immunization group will be significantly more persistent, on both measures of 
the test task, than the helpless group, but will not differ significantly from either 
the non-helpless or the no treatment control groups (ie., the immunization effect). 
The immunization group was significantly more persistent (as indicated by the 
number measure) than the helpless group (U = 20, P <.05). The immunization 
group was significantly more persistent than the helpless group (as indicated by the 
time measure) than the helpless group (U = 231, P < .05).
No significant differences emerged between the immunization group and the non- 
helpless and the no treatment control groups on the number measure (Us = 44 and 
47 respectively, N.S.) and on the time measure (Us = 26 and 44 respectively, N.S.). 
All of these findings are in harmony with, and fully support, hypothesis three. 
Tables 7 and 8 indicate the comparison groups, U values and two-tailed P values 
corrected for ties for the number and time measures, respectively.
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TABLE 6: H VALUES AND TWO-TAILED P VALUES 
CORRECTED FOR TIES FOR PERSISTENCE 
MEASURES (NUMBER AND TIME).
VARIABLE U P
NUMBER 12.52 <.01
TIME 17.62 <.01
TABLE 7: COMPARISON GROUPS, U VALUES AND
TWO-TAILED P VALUES CORRECTED FOR 
TIES FOR NUMBER MEASURE.
GROUPS U P
I+H 20 <.05
I+N 44 NS
I+C 47 NS
H+N 11 <.05
H+C 21 <.05
N+C 47.5 NS
TABLE 8: COMPARISON GROUPS, U VALUES AND
TWO-TABLED P VALUES CORRECTED FOR 
TIES FOR THE TIME MEASURE.
GROUPS U P
I+H 21 <.05
I+N 26 NS
I+C 44 NS
H+N 7.5 <.002
H+C 17 <.05
N+C 40 NS
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MEANS, STANDARD DEVIATIONS AND RANGES OF IQ AND AGE
IQ
The mean IQ for the immunization group was 58.6 (S.D. = 17.3). The helpless 
group had a mean IQ of 63.25 (S.D. = 8.05) and the non-helpless group had a 
mean IQ of 56.0 (S.D. = 6.48). Finally, the mean IQ for the no treatment control 
group was 64.14 (S.D. = 16.4).
IQs for the different groups ranged from 39-75 in the immunization group, 52-70 
in the helpless group, 50-65 in the non-helpless group and 42-75 in the no 
treatment control group.
AGE
The mean age for the immunization group was 37.5 (S.D. = 17.2). The mean age 
for the helpless group was 33.8 (S.D. = 15.5) and the mean age for the non- 
helpless group was 38.2 (S.D. = 16.3). Finally, the mean age for the no treatment 
control group was 47.5 (S.D. = 21.8).
Ages for the different groups ranged from 20-59 in the immunization group, 21-47 
in the helpless group, 23-57 in the non-helpless group and 31-78 in the no 
treatment control group.
Tables 9 and 10 represent the means, standard deviations and ranges of IQ and age 
for the different groups.
The differences between the groups are represented in diagrammatical form in 
appendices F and G. Appendix F contains a histogram of the mean IQs for the 
groups. Appendix G contains a histogram of the mean ages for the groups.
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TABLE 9: MEANS, STANDARD DEVIATIONS AND RANGES: IQ
GROUP MEAN S.D. RANGE
ALL 60.95 13.3 39-75
I 58.6 17.3 39-75
H 63.25 8.05 52-70
N 56.0 6.48 50-65
C 64.14 16.4 48-75
TABLE 10: MEANS, STANDARD DEVIATIONS AND RANGES: AGE
GROUP MEAN S.D. RANGE
ALL 39.0 25.0 21-78
I 37.5 17.2 20-59
H 33.8 15.5 21-47
N 38.2 16.3 23-57
C 47.5 21.8 31-78
DIFFERENCES IN IQ AND AGE BETWEEN THE GROUPS
Differences in IQ and age were analysed using the Kruskal-Wallis one-way 
ANOVA (H) Test. Findings will be presented in terms of the obtained values of H 
and the probability values of the null hypothesis. The data are additionally 
presented in tabulated form.
HYPOTHESIS 4:
There wiU be no overall significant difference in IQ between the groups. Analysis 
reveals that IQ was not significantly different between the group (H = -1.16, N.S.). 
HYPOTHESIS 5:
There will be no overall significant difference in age between the groups.
Analysis reveals that age was not significantly different between the groups (H = 
-122.4, N.S.).
Thus, hypotheses four and five receive full empirical support from the analyses of 
the current data.
Table 11 represents the H values and the two-tailed P values corrected for ties for
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both the IQ and the age variables.
TABLE 11: H VALUES AND TWO-TAILED P VALUES 
CORRECTED FOR TIES FOR IQ AND AGE.
VARIABLE H P
IQ -1.16 NS
AGE -122.4 NS
CORRELATIONAL DATA
The correlational data were analysed by Spearman’s Rank Order Correlation 
Coefficient (Rho). These findings are presented in terms of Rho values and the 
probability values of the null hypothesis. Tables 12 and 13 present the data in 
terms of the variables correlated, the sample size, Rho and P values. 
HYPOTHESIS 6:
IQ will not be significantly, positively correlated with persistence.
Analysis reveals that IQ was not significantly, positively correlated with either the 
number measure (Rho = 0.05, N.s.) or the time measure (Rho = -0.04, N.s.). 
HYPOTHESIS 7:
Age will not be significantly, positively correlated with persistence.
Results indicate that age was not significantly, positively correlated with either the 
number measure (Rho = 0.00, N.S.) or the time measure (Rho = 0.01, N.S.).
These particular findings corroborate with hypotheses six and seven, therefore.
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TABLE 12: RHO VALUES, SAMPLE SIZE AND P VALUES 
FOR CORRELATIONS BETWEEN IQ AND 
PERSISTENCE.
VARIABLE RHO SAMPLE SIZE P
IQ+NUMBER 0.05 20 NS
IQ+TIME -0.04 20 NS
TABLE 13: RHO VALUES, SAMPLE SIZE AND P VALUES FOR
CORRELATIONS BETWEEN AGE AND PERSISTENCE.
VARIABLE RHO SAMPLE SIZE P
AGE+NUMBER 0.001 40 NS
AGE+TIME -0.01 40 NS
SUMMARY
In sum, it appears that strong evidence was found for both the helplessness and the 
immunization effects. There was no evidence provided which indicates that either 
IQ or age are associated with the persistence data of the present study.
199
CHAPTER FIVE: DISCUSSION 
INTRODUCTION
The results obtained in the present study will be discussed in relation to the 
hypotheses. The theoretical imphcations of the present study will be examined, 
paying special attention to the distinguishing features of the present research. The 
practical implications of preventing the development of learned helplessness in 
adults with learning difficulties will be discussed. Exposing certain limitations of 
the investigation will lead, finally, to a number of recommendations for future 
research in the area.
Learned helplessness is claimed to develop when those exposed to uncontrollable 
events perform significantly worse on a test task than either those exposed to 
controllable events or those not exposed to such events.
Prevention of learned helplessness is predicted to occur when those exposed to 
controllable events, prior to uncontrollable events, perform significantly better on a 
test task than those exposed only to uncontrollable events and when they perform 
no differently from those exposed to only controllable events and from those not 
exposed to such events.
In an attempt to investigate the prevention of learned helplessness, this study had, 
firstly, to demonstrate that helplessness was induced. Such a demonstration is 
fundamental prior to any adequate claim for its prevention.
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HELPLESSNESS EFFECT: THE INDUCTION OF LEARNED 
HELPLESSNESS
Learned helplessness was clearly demonstrated in the present study. The helpless 
group was significantly less persistent on both measures of the test task than the 
non-helpless and the no treatment control groups (ps<.05).
Therefore, having demonstrated a clear helplessness effect in the group exposed to 
the uncontrollable task, it is then possible to examine the immunization effect. 
IMMUNIZATION EFFECT: PREVENTION OF LEARNED HELPLESSNESS 
An effective immunization treatment was required to prevent the deleterious 
helplessness effect from developing.
The immunization group performed significantly better than the helpless group on 
both measures of the test task (ps<.05).
Indeed, the immunization group did not differ significantly from the groups not 
exposed to any uncontrollable conditions.
Therefore, the immunization treatment adequately prevented the development of 
helplessness in the immunization group which was exposed to a controllable task 
prior to the helpless-inducing, uncontrollable task. Hypotheses one, two and three 
were empirically supported, then.
ADDITIONAL VARIABLES: IQ AND AGE
The findings from the present study also point out that the groups did not differ 
significantly among themselves in terms of IQ and age. Furthermore, it was found 
that neither IQ nor age were significantly, positively correlated with the persistence 
measures (number and time).
It can be concluded, then, that the persistence found in the groups was not
201
influenced by the IQs or the ages of the subjects in those groups. Therefore, 
hypotheses four to seven were empirically substantiated.
GENERAL DISCUSSION 
THEORETICAL IMPLICATIONS OF THE PRESENT STUDY
The phenomenon of learned helplessness has been demonstrated to be a reliable 
one.
Due to the distinguishing features of the present study, a strict test of the 
predictions of the theory of learned helplessness was possible.
INDUCTION
The subjects in the helpless and the non-helpless groups were matched or "yoked" 
for amount and pattern of success/failure feedback. This procedure eliminates the 
possibility that the observed helplessness is due to the varying amounts of 
success/failure feedback received by the subjects.
Indeed, as noted previously in the literature review, a number of immunization 
studies failed to take such a necessary precaution ((eg., Altmaier & Happ, 1985; 
Dyck & Breen, 1978, Nation & Boyajian, 1981; Prindaville & Stein, 1978 and 
Stein, 1980). Consequently, the results obtained from these studies are not directly 
relevant to the theory of learned helplessness.
The only difference between the experiences of the helpless and the non-helpless 
groups in this study, on the other hand, was the control they experienced in the 
pretreatment phase. Therefore, it can be confidently concluded that the learned 
helplessness observed in this study was due to the lack of control in the helpless 
condition. This directly supports the theory of learned helplessness.
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PREVENTION
The present study provided the type of immunization treatment which is predicted 
by learned helplessness theorists to prevent the development of learned helplessness 
(ie., it was 100% controllable).
Previous attempts at preventing learned helplessness failed to provide a controllable 
situation with which to immunize subjects against learned helplessness. Dyck & 
Breen (1978), Nation & Boyajian (1981), Prindaville & Stein (1978) and Stein 
(1980) all failed to provide a controllable task. For example, Prindaville & Stein 
(1978) "immunized" subjects with predetermined, noncontingent feedback on an 
unsolvable task.
The present immunization treatment, on the other hand, consisted of a 100% 
controllable experience. Subjects in the immunization condition experienced 
control over all aspects of the drawing task (materials, paper size and paper colour) 
and the outcome of the task (ie., the content of the picture) was 100% contingent 
upon their responses.
The only difference between the experiences of the immunization and the helpless 
groups, in this study, was the controllable condition received by the immunization 
group, prior to the pretreatment phase, to which both groups were exposed. 
Therefore, it can be confidently concluded that the immunization observed in this 
study was due to the initial control in the immunization condition. This directly 
supports the theory of learned helplessness.
This study, it is claimed, provides unconfounded, empirical support for a method of 
inducing learned helplessness and, for the first time, a method of preventing 
learned helplessness which is completely in accordance with the theory of learned
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helplessness (Seligman, 1975).
PRACTICAL IMPLICATIONS OF THE PRESENT STUDY 
MANIPULATION OF ENVIRONMENTAL CONTINGENCIES
Gargiulo et al. (1987) and Weisz (1979) both conclude that the learned helpless 
behaviour exhibited by people with learning difficulties is an artifact of debilitating 
environmental contingencies. Frequent exposure to noncontingency has fostered 
the development of learned helplessness in people with learning difficulties, then. 
The problem of motivation in people with learning difficulties is not necessarily the 
inexorable or inherent result of low IQ but is a result of the lack of environmental 
contingencies experienced by these people (Weisz, 1979).
Therefore, changing the environmental contingencies, from frequent 
noncontingency to frequent contingency experienced by people with learning 
difficulties, will prevent learned helplessness from developing. 
INSTITUTIONALISATION
The present study has provided encouraging results which indicate that measures, if 
adopted appropriately by staff in institutions, could prevent the development of 
learned helplessness in their residents. The findings of this study suggest that 
individuals will be immunized against developing learned helplessness if they have 
access to activities which, through consistent response dependent contingencies, 
permit them to have control. Toys, for children, and other activities such as 
drawings, games, solvable puzzles, academic and work related tasks for adults, the 
outcomes of which are contingent upon the residents’ behaviour, would provide 
this immunization treatment. Permitting residents to initiate and to terminate 
certain activities of their own accord and allowing them to control environmental
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events provides sufficient intervention to prevent helpless behaviour (such as low 
persistence).
Clearly then, staff members who are in direct contact with residents with learning 
difficulties should be informed of the importance of residents having some control 
over their environments. Additionally, they should ensure that residents are 
provided with frequent opportunities to engage in controllable tasks and events. 
Such control, it has been shown, prevents the development of learned helplessness. 
Interestingly, the Floor & Rosen (1975) study found that institutionalised and non­
institutionalised people with learning difficulties could not be distinguished 
significantly in terms of their helpless behaviour. Non-institutionalised subjects 
who attended day centres, for example, were as helpless as institutionalised 
subjects.
Floor & Rosen (1975) propose that these day students often have overprotective 
families and tend to lead sheltered lives. Decision making and the experience of 
initiating action is often denied to the non-institutionalised population with learning 
difficulties as much as it is denied to the institutionahsed population with learning 
difficulties.
Therefore, non-institutionalised people with learning difficulties are equally 
deserving of opportunities to control aspects of their environments, to render them 
less susceptible to developing helplessness.
COMMUNITY ADJUSTMENT
When previously institutionalised people with learning difficulties move to the 
community they sometimes fail to adjust to community living.
The intellectual level of the person with learning difficulties is not a significant
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factor in determining the success of the community adjustment (Floor & Rosen, 
1975). Personality factors appear to be more important (Rosen et al., 1971). 
Furthermore, studies have shown helplessness to be a meaningful personality 
variable in people with learning difficulties (Floor & Rosen, 1975). Thus, by 
extension, it would appear that helplessness may be related to successful 
community adjustment.
The method of preventing the development of helplessness demonstrated in this 
study, could be applied to helping individuals with learning difficulties adjust more 
successfully to the community when they move from institutions.
Additionally, Reynolds & Miller (1985) point to the probability that successful 
community adjustment and integration of adolescents will be attenuated if their 
affective status is less than optimal. From their investigation they found the 
adolescents with learning difficulties to be more depressed and helpless than their 
peers without learning difficulties.
Furthermore, Reynolds & Miller (1985) caution that this naturally acquired sense of 
depression and helplessness in the school milieu could generalise to adaptive, 
vocational and educational adjustment. Prevention of learned helplessness, in this 
group, would appear to be an important therapeutic intervention, then.
The subjects in the current study were adults. However, the successful method of 
preventing learned helplessness in these subjects seems likely to be as effective 
when applied to adolescents.
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THE SCHOOL ENVIRONMENT
It is evident, from the review of the learned helplessness literature on people with 
learning difficulties, that much of the research has been conducted on children. 
More recently, Gargiulo et al. (1987) found a pronounced tendency toward 
helplessness in children with learning difficulties which is congruent with the 
research findings of Weisz (1981b). Both of these findings suggest that school 
environmental contingencies are salient dimensions when examining the 
phenomenon of learned helplessness in children with mild learning difficulties. 
These findings indicate that therapeutic interventions are required to prevent the 
development of learned helplessness in children in school environments.
A method similar to that employed in the present study, adopted with children in 
school/remedial settings, could provide a fruitful means of preventing these 
children from developing learned helplessness. This study has shown that at least 
one negative consequence of learned helplessness can be prevented (ie., lack of 
persistence).
Teachers and tutors could immunize students against learned helplessness by 
providing contingent reinforcement to their students. Allowing students to exercise 
control and choice over aspects of school activities and to initiate tasks, as well as 
giving them experience in decision making, would all serve to prevent learned 
helplessness in these students. Furthermore, it is likely to engender a sense of 
mastery, independence and competence in them.
Instructing them in such a way that this sense of control is made explicit would be 
beneficial. Examples from the instructions of the immunization experience 
presented to subjects in this study include: "you can choose", "...make your own
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decision", "its up to you", "you also have control" and "exactly the way you want 
it".
Employing these phrases on tasks on which the students can exercise control (ie., 
manageable/solvable tasks), it has been shown, can prevent learned helplessness 
from developing. The immunized subjects, in this study, persisted at the task at a 
significantly greater level than subjects who experienced only noncontingent 
stimulation.
LIMITATIONS OF THE PRESENT STUDY
The aims of the present study were to provide a method of inducing and preventing 
learned helplessness in a group of adults with learning difficulties which is based 
directly on the theory of learned helplessness. However, in doing this, the study 
has a number of hmitations. These include:
The IQs of half of the subjects in this study were obtained. The scope of the 
investigation did not permit the acquisition of IQ data for all subjects.
The study is confined to a group (N=40) of adults with learning difficulties. This 
limits the generalisability of the present findings to children and adolescents with 
learning difficulties.
This study was concerned with the motivational deficit of the learned helplessness 
phenomenon. Investigation of the cognitive and emotional deficits was not 
incorporated into it.
The present study is a laboratory analog study. Laboratory analog studies are 
useful devices, particularly at the early stages in the development of a particular 
aspect of a phenomenon (in this case prevention of learned helplessness in people 
with learning difficulties). The findings are limited when applied to natural,
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every-day situations, however.
RECOMMENDATIONS FOR FUTURE STUDY
A number of issues arising from this research indicate the need for advanced study 
of certain aspects of prevention of learned helplessness in people with learned 
helplessness. These include:
The recommendation that any study focusing upon immunization against learned 
helplessness in people with learning difficulties should ensure that IQ data are 
available for the entire sample.
The foundation has been established, in this study, for preventing the development 
of learned helplessness in adults with learning difficulties. However, it is 
recommended that similar methods need to be applied to both children and 
adolescents with learning difficulties.
The recommendation that measures of the cognitive and emotional deficits of 
learned helplessness be included into future studies. This would advance the 
theoretical implications of these studies. In particular, attributions and expectations 
should be measured and the effects of the immunization treatment upon these 
cognitive elements should be conducted. A measure of the way in which 
depression is affected by the immunization treatment would also link studies more 
closely to the predictions of the theory of learned helplessness.
The immunization treatment needs to be applied to the real-life settings of those 
with learning difficulties, particularly school settings, sheltered workshops and 
institutions/day centres. This would allow the positive effects of preventing learned 
helplessness, demonstrated in this study, to generalise to situations in which these 
people are prone to develop learned helplessness.
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SUMMARY
Methods for the induction and prevention of learned helplessness have been 
demonstrated in this study. Due to the methodology employed in the study, these 
methods have been based directly upon the predictions of the theory of learned 
helplessness. The predictions of the theory, attended to in this study, found support 
from the findings of the study. The practical benefits of preventing the 
development of learned helplessness are wide. The immunization method used in 
this study can be applied to the every-day, helplessness-inducing situations in 
which people with learning difficulties find themselves. However, such 
applications of the immunization treatment await future investigation.
GENERAL CONCLUSIONS
From the review of the literature in part one of this study, two conclusions were 
drawn. Firstly, that people with learning difficulties are prone to developing 
learned helplessness and, thus, require an adequate therapeutic intervention to 
prevent this helplessness from developing.
Secondly, that no adequate means of preventing the development of learned 
helplessness, as described by learned helplessness theorists, has been demonstrated. 
This study had two aims, then: (i) to provide a strict test of the predictions of the 
learned helplessness theory regarding induction of, and immunization against 
learned helplessness and (ii) to provide an adequate method of preventing learned 
helplessness in a group of adults with learning difficulties.
Improvements on the previous immunization studies were incorporated into the 
present study. These improvements include:
presenting a 100% controllable task as the immunization treatment; presenting a
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100% uncontrollable task as the helpless-inducing task and "yoking" all subjects 
for amount and pattern of success/failure feedback.
The findings of the present study provide strong evidence for both helplessness and 
immunization effects. There was no evidence provided which indicated that either 
IQ or age are associated with the persistence data of the present study.
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APPENDIX A 
DEFINITION OF UNCONTROLLABILITY
Organisms are sensitive to the relationship between their responses and their 
outcomes. The relationship between responses and outcomes is called the 
conditional probability of a reinforcer.
A subject (S) can leam the extent to which outcomes occur when he/she makes a 
specific response:
If every response (R) is followed by a reinforcer (RF) (ie., continuous 
reinforcement), the conditional probability has a maximum value of one. If every 
response never produces a reinforcer (ie., extinction), the conditional probability 
has a minimum value of zero.
Intermediate values represent degrees of partial reinforcement. This holds for 
instances in which a given response produces a reinforcer (P(RF/R)). It is further 
assumed that S is sensitive to the situation in which reinforcement occurs in the 
absence of a response. The conditional probability of a reinforcer occurring in the 
absence of a response is P(RF/R)).
Additionally, it is assumed that S is sensitive to variations along both of these 
dimensions conjointly. This implies that change in behaviour should occiu* with 
change along both of these dimensions.
Contingencies can be represented as occurring along a two dimensional space then, 
where the X axis is P(RF/R), the conditional probability of a reinforcer following a 
response and the Y axis is P(RF/R), the conditional probability of a reinforcer 
occurring in the absence of a response.
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\On the 45 line (x,y where x=y), the density of reinforcement is the same, whether 
or not S responds. The conditional probability of a reinforcer occurring, given a 
specific response, does not differ from the conditional probability of reinforcement 
in the absence of that response. The reinforcement is independent of responding. 
Controllability and uncontrollability can be defined within this instructional training 
space:
A response R is in a relation of control to a reinforcer RF, if and only if, P(RF/R) 
^  P(RF/R).
A response R is in a relation of uncontrol to a reinforcer RF, if and only if, 
P(RF/R) =P(RF/R).
This is the definition of uncontrollability used in the learned helplessness literature 
(Maier & Seligman, 1969; Maier & Seligman, 1976; Seligman et al., 1971; 
Seligman, 1975) and will be the operational definition used in the present study.
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STUDY TWO:
PSYCHOPHYSIOLOGICAL ASSESSMENT OF SEXUAL 
AROUSAL: AN INVESTIGATION INTO RESPONSE CONTROL.
ABSTRACT
The penile plethysmograph was used to assess sex offenders’ level of sexual 
arousal to videotaped stimuli depicting Mutual, Aggression and Rape scenes. 
Twenty-seven sex offenders detained in Broadmoor Hospital were used as subjects. 
Normative data were established for mean percentage of maximum sexual arousal 
across the stimuli set. Subjects’ voluntary control over their sexual response was 
investigated within an Instructional Control paradigm. Findings suggest that 
subjects can control their sexual response, to a significant extent, when instructed 
to do so. Rapists were found not to control their sexual response to Rape stimuli, 
to a significant degree, however. An association between control of sexual 
response and cognitive control, as measured on neuropsychological tests of frontal 
lobe functioning, was explored and some support for this relationship was found. 
The findings are discussed in terms of their implications for the assessment and 
treatment of sex offenders.
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CHAPTER ONE: INTRODUCTION TO THE PRESENT STUDY 
REVIEW OF THE LITERATURE
INTRODUCTION
The psychological assessment of sex offenders is multi-modal and usually 
incorporates offence related, personahty, psychophysiological and 
neuropsychological aspects (Lazarus, 1976; Perkins, 1991). The present study 
focuses on the psychophysiological component of sex offender assessment, as well 
as incorporating aspects of the neuropsychological component.
The psychophysiological assessment is known as phallometry and involves the use 
of the penile plethysmograph (or PPG) to measure sexual arousal. The 
neuropsychological component involves the use of a battery of cognitive tests to 
measure the sex offenders’ cognitive functioning.
This chapter serves as an introduction to the study and examines the relevant 
literature. The purpose and history of the penile plethysmograph is described as 
well as the measurement methods, the stimuli and the scoring procedures used. 
Factors effecting the validity and reliability of the PPG, as an assessment tool, are 
investigated and a review of relevant studies is presented. The issue of sexual 
response control is highlighted for particular attention and research on this aspect 
of the literature is examined. Finally, conclusions are drawn from the review and 
areas for study are proposed.
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PSYCHOPHYSIOLOGICAL ASSESSMENT: THE PENILE 
PLETHYSMOGRAPH (PPG)
The main purpose of the penile plethysmograph (PPG) is to accurately measure 
penile tumescence during the presentation of erotic and/or neutral stimuli.
According to Freund (1981), the history of plethysmography goes back over eighty 
years. As far back as 1908, a type of plethysmograph was used by W.M. Baylis to 
check the effect of certain drugs on the vasomotor reflexes in dogs. By the early 
1930s the plethysmograph was being used by J. Hynie to assess erectile difficulties. 
By the mid 1940s, Ohlmeyer and colleagues had improved the technology so that 
erectile response during sleep was being measured by a devise using an open ring 
gauge. This devise was able to measure the erectile response but unable to 
measure the magnitude of change. In 1957, after experimenting with breathing 
patterns, galvanic skin response and heart rate, Freund (1963) settled on the 
phallometric method as the most accurate measure of sexual arousal. Penile 
volume change was recorded after the presentation of erotic (appropriate and 
inappropriate) and neutral stimuli. Since then, the penile plethysmograph has 
developed and now there is a wide range of measurement methods, stimuli and 
scoring procedures used.
MEASUREMENT METHODS
There are two major methods of measuring penile tumescence, either change in 
penile volume (ie., volumetric transducers) or change in penile circumference (ie., 
circumferential transducers). The former are designed to assess complete volume 
changes in terms of both penis length and diameter. Some claims have been made 
that the volumetric method constitutes the more accurate measure and that the
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circumferential methods is only an approximation (eg., Murphy & Barbaree, 1988; 
Earls, 1992; McConaghy, 1989). Other studies have found that both volumetric 
and circumferential methods provide good estimates of blood flow changes in the 
penis (Wheller & Rubin, 1987). The main superiority of the volumetric method is 
that it is better at detecting tumescence at low levels of arousal when the penis 
elongates before thickening (Earls & Marshall, 1983; Freund et al., 1974). Earls & 
Marshall (1983) found that in the initial stages of penile responding, the magnitude 
of increase in length (28%) is substantially greater than that of increase in diameter 
(2.5%). Earls & Marshall (1983) concluded that circumferential measures are 
inadequate because they fail to assess the lengthening of the penis during erection. 
The major disadvantage of the volumetric method is that it is cumbersome to 
operate. Clients, for example, will on occasion need the help of the operator to 
place the volumetric transducer on their penis and, as a result, this method is 
seldom used outside the Clarke Institute in Toronto and McConaghy’s laboratory in 
Austraha.
Circumferential transducers, therefore, are much more widely used and come in 
two types which are commercially available. The first is the Barlow gauge which 
is a flexible lightweight stainless steel metallic clip (Barlow et al., 1970). The 
second is a rubber tube usually filled with mercury (Bancroft et al., 1966). The 
two types produce similar results (Laws, 1977). Calibration, however, tends to be 
easier with the Barlow gauge which is also sturdier and provides better value for 
money.
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STIMULI
For the purposes of the assessment of sex offenders appropriate, or non-deviant 
stimuli are usually those involving adults and consenting sexual activity. 
Inappropriate, or deviant stimuli are usually those involving children and/or 
exploitation and/or violence.
The PPG assessment attempts to determine the difference in arousal to 
inappropriate stimuli as compared with appropriate stimuli. This is usually done 
by measuring changes in penile circumference while presenting the different stimuli 
to the subject. Emphasis is not just be placed on whether the subject is aroused by 
inappropriate erotic stimuli. The results are usually based upon the ratios between 
responses to inappropriate and appropriate stimuli.
Sexually explicit stimuli are favoured by most operators in North America (eg., 
D.R. Laws, Florida Mental Health Institute) but, in the UK, a great deal of concern 
has been expressed amongst practitioners about the use of pornographic stimuh for 
the purpose of the assessment of sex offenders. For example, Sabor (1992) argues 
that the models involved in the stimuli, some of whom have not given informed 
consent to the use of their pictures, are being victimised each time the assessment 
is being made the focus of deviant fantasies. The result of the differing opinions 
has been the use of a wide variety of stimuh. Each operator or institution develops 
or purchases the materials that they think will provide reliable and valid results.
The presentation of the stimuli ranges from slides to audiotapes to videotapes.
Each form of presentation of the stimuli has its advantage and its use will depend 
upon the purpose of the assessment. For example, slides or still pictures are more 
appropriate to measure stimulus preference (ie., the type of person (eg., male child)
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or thing (eg., silk underwear) that is most sexually arousing) and audiotapes are 
appropriate to measure activity preference (eg., oral sex; forced sex). Videotapes 
combine both measures of stimulus and activity preference.
As there are many methods of presenting erotic stimuli to the subject, it is 
important to note that there are no standards or norms controlling the type or 
method of presentation. Farrall & Card (1988) suggest that the lack of standards 
over stimuli is a major flaw in the assessment of sex offenders.
The fact that the stimuli are, as a rule, poorly described in the hterature, further 
compounds the issue as this makes it difficult (if not impossible) to compare 
studies and ascertain what level of sexual explicitness is necessary to obtain 
reliable assessments.
It is evident from this part of the review that there is an urgent need for operators 
to agree on a common standard set of stimuli which would allow the pooling 
together of data from different laboratories. This would not, however, remove the 
need to develop a range of other idiosyncratic stimuli to approximate particular 
clients’ unique erotic interests, as required.
SCORING
Scoring procedures range from using raw scores to percentage scores (of full 
erection or of maximum response) to z-scores. Earls et al. (1987) compared 
scoring methods and concluded that the z-score method was superior since it 
accounted for more of the variance (52.7%) than the raw score (30.1%) or the 
percentage of full erection score (32.5%). The drawbacks of the z-score method, 
however, are that it fails to provide a measure of the magnitude of the responses 
and group results are distorted since the responses of a subject who shows only
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minimal random variations are given as much weight as those of a subject who 
responds with great discrimination to the various types of stimuli. Its advantage is 
that it allows a direct comparison of the results of different subjects. Laboratories 
are divided on this issue with Freund (eg., Freund et al., 1986); Quinsey (eg., 
Quinsey et al., 1979) and Earls (eg., Earls et al., 1987) advocating z-scores and 
Murphy (eg., Murphy & Barbaree, 1988) and Barbaree (1990) advocating 
percentage scores.
SUMMARY
Important aspects of the psychophysiological assessment of sex offenders have 
been highlighted. The large variety of measurement methods, stimuli and scoring 
procedures used, by different researchers and clinicians, in different laboratories, 
indicates the lack of globally agreed standards in the area. This lack of consistency 
in applying the PPG has implications for determining its validity and reliability. It 
is to the issues of validity and reliability which the review now attends.
VALIDITY AND RELIABILITY
The validity of a test refers to its ability to measure what it claims to measure.
The best way of testing the validity of the PPG, then, is to check that different 
groups of subjects of known sexual preference respond in a different and 
predictable way. The types of studies which relate to the discriminative validity of 
the assessment have been
- those which compare criterion groups (eg., rapists; familial paedophiles; non- 
familial paedophiles);
- those which compare the profiles of sex offenders and non-offenders and
- those with only non-offenders.
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Internal validity studies are those which include self-reports from the subjects along 
with PPG results. Predictive vahdity studies are those which focus upon re­
offending rates along with PPG results.
The test re-test reliability studies of the PPG are those which examine results 
obtained during repeated testing sessions. Internal reliability studies are those 
which examine whether similar levels of arousal are produced by similar stimuli. 
Each of these types of studies will be reviewed.
DISCRIMINATIVE VALIDITY
In his pioneering work, on PPGs, Freund (1961) used subjects who admitted to 
either a heterosexual or a homosexual preference. He showed that the PPG test 
discrimination was excellent with nearly 90% of the individuals’ sexual preference 
accurately identified. The remaining 10% were either non-responders or over­
reactive. Later work with paedophiles, sexual sadists and, particularly, non-sadistic 
rapists proved not to be so clear cut.
For example, although many research studies comparing groups of paedophiles 
with controls have been successful in showing that non-familial paedophiles can be 
distinguished from controls by their penile response to paedophilic stimuli (eg., 
Freund, 1965; 1967a; 1967b), the area of greater controversy lies with the familial 
paedophiles. Whilst some research results based on the presentation of slide 
material (eg., Murphy et al., 1986; Quinsey et al„ 1975; 1979) report that incest 
offenders show little arousal to children, other research results, using audio 
material, show that they respond to children like non-famihal paedophiles (Abel et 
al, 1981; Murphy et al, 1986). Murphy & Barbaree (1988) suggest that the 
difference between audio and slide stimuli may be that with audiotapes the incest
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offender is able to visualise his victim in the depicted encounter. They argue that 
this is more difficult with the slide which depicts a specific child.
Sexual sadists have also successfully been differentiated from non-sexual sadists by 
their erectile response either to audiotapes, which vary the amount of coerciveness 
in sexual encounters with children (Avery-Clark & Laws, 1984), or to slides of 
physical attacks on fully clothed women (Fedora et al., 1992).
The study of non-sadistic rapists has produced mixed results. In early studies 
(Abel et al., 1977; 1978; Barbaree et al., 1979; Hinton et al., 1980) rapists were 
found to differ from controls in that they responded equally to rape and consenting 
sex stimuli (non-offenders responded more to consenting sex).
This led to the hypothesis that rapists do not prefer rape scenes to consenting sex 
scenes but rather they are less inhibited by the non-consent cues than non-rapists 
(Barbaree et al., 1979). In some later studies, however, (Quinsey et al., 1984; Earls 
& Proulx, 1987) rapists were found to respond significantly more to rape than to 
consenting sex.
Two further studies, (Murphy et al., 1984; Baxter et al., 1986), failed to distinguish 
between the erectile response of rapists and non-rapists. One explanation of these 
results is that the rapists in both studies were strongly motivated to appear ‘normal’ 
since the testing aimed to determine their suitability for parole and not their 
suitability for treatment.
Two large scale studies (Hall, 1989; Hall et al., 1988) report the most glaring 
failures to validate the technique. Hall et al. (1988) found no difference in the 
erectile response of twenty-five rapists and ninety-seven child molesters to audio 
stimuli and concluded that sexual arousal among sex offenders occurred in a
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"generalised rather than a stimulus-specific manner". If this was the case it would 
invalidate the use of the PPG for discriminating between types of sex offenders. 
There are, however, a number of design faults to the studies which may contribute 
to the negative findings. Firstly, the lack of non-offender control groups prevents 
drawing definitive conclusions and secondly, the fact that the low responders, of 
which there were many, were included in the statistical analysis.
In summary, there is only some agreement between the studies testing the 
discriminative validity of the penile plethysmograph with criterion groups. As each 
study uses different types of stimuli and different procedures from the others it is 
difficult to resolve differences in the results when they occur. Another problem, in 
criterion group studies, is the way the sexual interest of the subjects are identified. 
Clearly grouping subjects according to their official current (index) offence is 
inadequate. Validation studies should use a variety of information sources such as 
the result of a clinical interview into the subjects’ sexual history, family 
background (including the possibility of own sexual abuse), sexual motivation, self- 
reported use of masturbatory fantasy and victim account of offence, before making 
predictions to be tested with the PPG assessment. Groups of non-offenders should 
always be included and these should be subjected to a similar screening. 
Furthermore, the stimuli used in this type of research are critically important not 
only because of their relevance to the specificity of arousal responses, but also in 
view of evidence indicating that subjects’ ability to control their erections is 
influenced by stimulus content (Malcolm, Davidson & Marshall, 1985). Some 
failures to replicate findings from studies which discriminate between criterion 
groups reflect cross-study differences in stimulus sets (Abel et al., 1981; Abel,
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Blanchard & Barlow, 1981; Murphy et ah, 1986).
Barbaree & Marshall (1989) have demonstrated an alternative approach (ie., 
profiling) to that of comparing the response of criterion groups. Profiling has the 
advantage of recognising the heterogenous nature of sexual offending. Barbaree & 
Marshall (1989) assessed a large number of paedophiles and non-offenders and 
grouped the subjects according to the similarity of their age preference profiles (the 
profile is obtained by plotting the magnitude of erectile response over the age of 
the stimuli subject). Barbaree (1990) noted that although the paedophiles were 
found to demonstrate a wide range of profiles (including "normal" profiles), non- 
familial paedophiles’ most common profile was, as predicted, a "paedophilic" 
profile (which demonstrates maximum arousal to children and little arousal to 
adults). None of the non-offenders in the study presented such a profile.
On examination of the results, however, it can be seen that 40% of familial 
paedophiles and 68% of the matched non-offenders exhibited nondiscriminating 
patterns and a subset of the familial paedophiles and non-familial paedophiles 
responded with arousal to both child and adult stimuli. Only 35% of paedophiles 
showed a pure "paedophile" profile.
It is concluded, therefore, that further studies of this kind need to be conducted to 
clarify the exact nature of the profiles of different types of offenders and non­
offenders.
NON-OFFENDERS
There are a number of studies which have used non-offenders, usually students, as 
subjects. These studies provide some degree of support for the validity of the PPG 
technique.
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A series of studies has been conducted which identifies the characteristics of non­
offenders who respond, with relatively high erectile responses, to violent sex 
scenes. These subjects tend to be characterised by a high score on measures of 
aggression and impulsivity (Barnes et al., 1984).
A study by Malamuth (1986), of 155 male volunteers, found a correlation of 0.43 
between physiological arousal to depictions of rape and self-reported history of 
sexual aggression. The subjects demonstrated hostility to women and interest in 
dominance in personal relationships (Malamuth, 1986). They were more likely to 
report that they thought themselves likely to rape (Malamuth & Check, 1983; 
Malamuth et al., 1986) or having indulged in sexually coercive behaviour such as 
touching a woman’s breast or genitals against her will (Malamuth, 1986).
Another type of study, also using non-offenders, manipulates experimental 
conditions in order to increase the likelihood of subjects being aroused by deviant 
stimuli. Quinsey et al. (1981), for instance, instructed one of their groups of non­
offenders that arousal to depiction of rape was common among normal men. They 
found that the group with the disinhibiting instruction showed higher arousal to the 
rape scenes.
Yates et al. (1984), in their study, showed that subjects who have been made to 
feel angry towards a woman (a confederate) produced higher erectile response to a 
rape scene. There is also some evidence that disinhibiting subjects with alcohol 
(Barbaree et al., 1983; Wydra et al., 1983) or with pornographic material also 
increases their erectile response to rape stimuli (Barbaree, 1990). These studies 
provide data which are in the direction to be expected if the PPG is a valid 
measure of sexual arousal. Problems identified, however, are that studies have
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seldom been replicated and often demonstrated only low levels of statistical 
significance.
INTERNAL VALIDITY
Another way of validating the technique is to compare the PPG response with the 
subjects’ subjective self-report of arousal. The subjective self-report is obtained 
either by asking the subject to move a lever during the testing to indicate how 
aroused he feels or by asking him to rate the stimuli after the assessment session. 
Correlations between objective (ie., physiological) measures and subjective (ie., 
self-report) measures are consistently high in studies using non-offenders (eg.. 
Parkas et al., 1979; Hall et al., 1985; Mavissakalin et al., 1975; Blader & Marshall, 
1984; Sakheim et al., 1984; Wincze et al., 1980). The results of the offender 
studies, however, are mixed (eg., Abel et al., 1978; Hinton et al., 1980; Hayes et 
ah, 1978X
Quinsey et al. (1975) asked offenders and non-offenders to rate the stimuli after a 
PPG test. The correlation between objective and subjective measures was low with 
the objective physiological data being much better at differentiating the offenders 
from normals than the subjective rating of the stimuli.
The fact that each study uses a different methodology and set of stimuli, means 
that the discrepancy between the results of the offender studies is difficult to 
resolve The Quinsey et al. (1975) study suggests that the mixed results may be 
due to the offenders refusing to admit deviant sexual interests.
Parkas (1978) concludes that the major threats to internal validity are the weak 
relationship between self-reports of arousal and phallometric findings as well as the 
subjects’ ability to exert voluntary control over their penile responses (Travin et al.,
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1988).
PREDICTIVE VALIDITY
Contrary to some optimistic claims (eg., Doughter, 1988) there is no convincing 
evidence, to date, to show that subjects, whose arousal profile on the PPG test has 
changed from deviant to less deviant, following treatment, are less likely to re­
offend (Murphy & Barbaree, 1988).
The original uses of the PPG were to detect tumescence in the penis. Gradually 
the uses have been extended to include more and more predictive applications. For 
detecting male arousal the validity is high (Barker & Howell, 1992) but, in a 
predictive application, the validity is much lower. This is an important point since, 
in clinical practice, many other professionals, such as members of the 
Multidisciplinary Teams and Mental Health Review Tribunals wish to interpret the 
data in a predictive way. Psychologists who conduct, and report, the PPGs should 
be clearly reporting the lack of evidence regarding the PPG as an assessment which 
predicts future offending.
RELIABILITY
Using the PPG as a measure of sexual arousal has been found to be more reliable 
than self-report of sexual arousal or other physiological measures such as heart rate 
(eg., Barlow, 1977; Parkas et al., 1979; Quinsey et al., 1975; Rosen & O’Keefe, 
1978; Zuckerman, 1971).
As Eccles et al. (1988) have pointed out, however, few studies have addressed the 
issue of reliability of PPG measures, directly. Evidence of temporal stability for 
penile response patterns has been mixed and is qualified by the length of the test 
re-test interval, selection bias (eg., normal volunteers versus offenders) and/or
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inadequately defined selection criteria (eg., Freund et al., 1979). There is clearly a 
need, therefore, for more data on the test re-test reliability of the PPG. For 
example, practitioners should routinely repeat assessments with a parallel set of 
stimuli and publish the results of the test re-test comparisons.
Wormith (1986) used twelve slides (two shdes to measure the response to each of 
six categories of male and female children, male and female adults, couples and 
neutral stimuli) to investigate the internal reliability of the PPG. Subjects were 
twelve paedophiles, twelve rapists and twelve non-sexual offenders. The mean 
correlation between the slides of the same category was 0.67 and the test re-test 
correlation, on two occasions one week apart, was 0.53. Quinsey & Chaplin 
(1984) obtained a better result for internal reliability (0.75) using audiotapes. 
Davidson & Malcolm (1985) testing rapists reported a test re-test reliability of 0.65 
with all subjects included and 0.88 when the low responders (below 30%) were 
excluded.
Other reliability coefficients have ranged from 0.38 to 0.94 (Earls & Marshall, 
1983; Wormith, 1986). Uncontrolled-for differences in test procedures and 
environmental conditions (eg., laboratory stimulus materials, instructional set, 
examiner characteristics and demand characteristics) may account for variations in 
reliability.
In addition, reliabihty coefficients may vary considerably with different scoring 
methods. Test re-test reliabilities calculated using standard scores have been found 
to be lower than those of self-reports of sexual interest (Wormith, 1986).
In general, some researchers consider the reliability of the PPG assessment to be 
adequate (eg., Earls, 1992; Marshall & Barbaree, 1984), while others present an
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opposing view (eg., Farrall & Card, 1988). The lack of reliability between the 
different types and models of plethysmographs being used, the lack of standards in 
the interpretation of results, lack of control over how stimuli are selected and 
presented, and the ability of some offenders to control their sexual responses are all 
factors which influence the reliability of the PPG (Farrall & Card, 1988). 
SUMMARY
In this section of the literature review, studies which relate to the validity and 
reliability of the PPG assessment have been analysed. Overall, the emerging 
results are mixed. In terms of discriminative validity, the PPG is able to 
distinguish between heterosexual and homosexual subjects; non-familial 
paedophiles and controls; familial paedophiles and controls (with audiotape); sexual 
sadists and nonsexual sadists. Discriminating rapists from controls has produced 
mixed results while studies with non-offenders indicates support for the validity of 
the PPG. Internal validity has been more convincingly demonstrated for non­
offenders than for offenders. There is, as yet, no convincing evidence regarding 
predictive validity. Reliability studies are limited and also produce mixed results 
in relation to test re-test reliability. Internal reliability seems better with 
audiotapes.
In the most general sense, PPG test validity refers to the justification that exists for 
a given interpretation or use of the test scores. Validity of the PPG test involves, 
and depends on, the degree to which the test measures what it is intended to 
measure (eg., sexual preference) and the degree to which the results are free from 
confounds. It has been noted that the lack of norms and standardised stimulus sets 
and procedures confound the results obtained from validity and reliability studies.
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Furthermore, some researchers beheve that subjects are able to control their sexual 
responding and thereby are able to influence the results obtained from the 
assessment (eg., Farkas, 1978; Farrall & Card, 1988). The problem of voluntary 
response control (or faking), therefore, is a fundamental threat to the validity of the 
PPG (Simon & Schouten, 1993). The next section of the literature review will 
focus upon the issue of subjects’ ability to voluntarily control their sexual response. 
RESPONSE CONTROL
The central role of the autonomic nervous system has led previous researchers to 
assert that penile tumescence is a totally involuntary response, subject only to 
reflexive control (Masters & Johnson, 1966). More specifically, it was known that 
penile tumescence in the human male is directly facilitated by parasympathetic 
vasodilator fibres (nervi erigentes) from the sacral cord (Weiss, 1972) and, that 
regardless of the source of stimulation, engorgement of the corpus spongiosum and 
corpora cavernosa results from this parasympathetically mediated expansion of the 
arterial lumina. Over the years, however, there has been an accumulation of 
evidence, in the psychophysiological hterature, which challenges this traditional 
view and which indicates that penile tumescence can be voluntarily controlled by 
the human male.
INSTRUCTIONAL CONTROL
The general paradigm which appears to have been used to study voluntary control 
of penile tumescence entails presenting specific instructions to suppress arousal to 
preferred stimuli while enhancing erectile responses to non-preferred materials.
This paradigm, labelled "instructional control" of penile tumescence, has been 
applied to non-clinical samples (eg., heterosexual and homosexual volunteer
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subjects) and clinical samples (eg., rapists; paedophiles).
NON-CLINICAL SAMPLES
Studies using the "instructional control" paradigm have consistently shown that 
some subjects are able to modify their penile responses as instructed.
Freund (1963) conducted the first empirical study of voluntary sexual response 
control. In the study, subjects were instructed to generate sexual arousal to slides 
of deviant material and to inhibit sexual arousal to slides of non-deviant material. 
Only three of thirty-one subjects were successful at both tasks. Freund, in later 
studies, (Freund, 1965, 1967) reported similar findings. In these studies, it was 
found that subjects who inhibited their arousal did so by spasmodically contracting 
muscles in the groin area. Penile erection, it was concluded, is a response under 
both voluntary and involuntary control, at least for some men.
These early findings imphed that if there is voluntary control over the occurrence 
of penile erection, then a motivated subject would be able to inhibit erection in the 
presence of erotic stimuli and produce erection in the absence of such stimuli (ie., 
the subject could fake their response). One of the criticisms of Freund’s (1963; 
1965; 1967a; 1967b) studies, however, is that they failed to ensure that subjects 
were actually attending to the relevant stimuli (ie., the sexually explicit slides) 
while their arousal was being assessed.
To overcome this shortcoming. Laws & Rubin (1969) experimentally addressed the 
issue of subjects’ attention to the sexual stimuli by requiring their subjects to 
respond to brief flashes of light (ie., a signal detection task) presented randomly 
throughout the presentation of a sexually explicit film. They found that each of 
their seven non-offender subjects was able to inhibit penile erection when
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instructed to suppress arousal to erotic videotapes by at least 50% and when 
instructed to develop an erection to a sexually neutral videotape was able to 
generate responses up to 30%.
Laws & Rubin (1969) conclude that the fact that their subjects could develop and 
inhibit their erection, in accord with instructions, indicates that there is voluntary 
control over the erection response. The subjects reported that they used cognitive 
techniques such as concentrating on the lyrics of popular songs, verses of poetry or 
multiplication tables to inhibit their erections. They focused upon sexually exciting 
events to develop their erections. The ability to use cognitive strategies to shift 
attention from the stimuli appears to be an effective technique in suppressing 
sexual response, then.
While the detection task used by Laws & Rubin (1969) was a good first attempt to 
minimise nonattendance, it is still possible that their subjects might have selectively 
scanned the stimulus display for detection signals while ignoring the actual content 
of the film. This possibility was eliminated in a study by Henson & Rubin (1971) 
where attention to experimental stimuli was ensured by requiring non-offender 
subjects to provide an ongoing verbal description of the films they were viewing 
while trying to inhibit their arousal. Their results indicated that subjects’ voluntary 
suppression of penile erection continued even when the preferred means of 
inhibiting (concentrating on asexual stimuli) was eliminated.
Voluntary enhancement of penile erection, on the other hand, was investigated by 
Rubin & Henson (1975). Six male volunteer, non-offender subjects developed 
moderate to high sexual arousal to an erotic film and, in the absence of overt erotic 
stimulation, to erotic fantasy. When instructed to enhance their arousal to the film
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without employing any physical stimulation, four of the six subjects were able to 
significantly increase their erections above the levels that were produced by either 
the film or the fantasy alone. The remaining two subjects, however, responded in 
the opposite manner in that the instructions to enhance arousal resulted in a 
decrease of their erections to a level below that produced by either the film or the 
fantasy alone. The authors conclude that although attempts to voluntarily control 
sexual arousal may be distracting for some men, they are effective for others. 
Quinsey & Bergersen (1976) noted that while there was evidence from studies that 
subjects can voluntarily control their penile responses, it was unclear whether 
individuals can bias their results by increasing their responses to certain slides, 
suppress their response to others or both. These researchers, therefore, studied 
individual subject’s penile response records under both faking and non-faking 
instructions. In the Quinsey & Bergersen (1976) study, five non-offender, 
heterosexual males each received four tests of sexual preference, in which their 
penile responses to slides that varied in age and sex were measured. At the 
beginning of the first and fourth sessions, subjects were given neutral instructions 
whereas on one of the middle two sessions they were instructed to appear as if 
they preferred male children and on the other as if they preferred female children. 
Two subjects significantly modified their penile responses in accord with 
instructions by both increasing their responses to the child slides and decreasing 
their responses to adult females. Quinsey & Carrigan (1978) found similar results 
in their study.
In these studies, the subjects were asked what techniques they used in biasing their 
responses. Most subjects reported using both physical techniques, such as tensing
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stomach and pelvic muscles and hyperventilating and cognitive techniques such as 
shifting their attention to thinking of a woman that they knew when a child slide 
appeared. Similar to the Law & Rubin (1969) findings, then, the ability of subjects 
to use cognitive control strategies, such as shift attention, seems to have some role 
in suppressing sexual response.
The importance of the role of incentives to fake has been investigated in the 
literature.
Rosen et al. (1975) designed an experiment to evaluate the extent to which 
feedback and reward procedures enhance voluntary control of erection in the 
absence of external erotic stimulation. Physiological mechanisms of control were 
also examined. Twenty-four paid volunteers with no history of sexual dysfunction 
were used as subjects. Half the subjects (ie., experimental group) were given 
analogue visual feedback in the form of a small orange light located directly in 
front of the subject which was programmed for light intensity changes proportional 
to increases in penile diameter. These subjects also received contingent monetary 
rewards each time tumescence exceeded a predetermined criterion in accordance 
with a shaping procedure. Half the subjects (ie., control group) were given no 
analogue feedback and noncontingent rewards but the same instructions to 
maximise erections. Results indicate that both groups were able to voluntarily 
control penile tumescence and that the feedback and reward procedures 
significantly improved performance over trials. Heart rate and respiration data 
suggest two distinct psychophysiological patterns of response. A "tension" pattern 
was associated with marked heart rate acceleration, irregular respiration and 
variable penile response. A "relaxation" pattern was associated with stable heart
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rate, regular respiration and smooth tumescence curves. It is suggested that the 
artificial demands of the experiment may have contributed to the "tension" pattern 
observed in certain subjects. It is also worth noting that the subjects were 
volunteers and were not sex offenders.
Mahoney & Strassberg (1991) utilising a moderately large sample (N=48) 
examined the extent to which adult male, non-offender volunteers, motivated 
through financial remuneration contingent upon compliance with experimental 
instructions, were capable of generating an erectile response while attending to a 
nonsexual stimulus and inhibiting an erectile response while attending to a sexual 
stimulus. They also examined the strategies used by these men in attempting to 
produce these effects. Attendance to the stimuli was assured by requiring subjects 
to provide an ongoing verbal description of the videotape they were viewing. 
Significant effects in controlling arousal were found. When Mahoney & Strassberg 
(1991) interviewed their subjects regarding the cognitive strategies they had used, 
most subjects were unable to identify their suppression strategies in more detail 
than to admit trying to view the sexual stimulus in as detached a manner as 
possible. Among subjects who were able to provide more detail, competing 
imagery or cognitions (eg., "Thinking about work", "Telling myself that the woman 
had an STD") were most often reported.
Studies using non-clinical samples, then, have shown that subjects can suppress 
their sexual response, when instmcted. Some of these studies have also shown that 
subjects use cognitive control strategies, such as shifting their attention from the 
stimuli, as part of their efforts to control their sexual response.
252
CLINICAL SAMPLES
Results from studies using clinical populations have yielded equivocal findings 
although it is clear that some subjects are able to fake a normal pattern of sexual 
arousal.
Hall et al. (1988) found that the majority (80%) of a large correctional sample of 
rapists and paedophiles were able to voluntarily and completely inhibit arousal in 
the presence of stimuli that had previously elicited their highest levels of arousal. 
According to these researchers, although the offenders in the sample were receiving 
treatment, the results cannot be dismissed as reflecting the effectiveness of the 
treatment programme. The sample was assessed early on in their hospital stay, so 
that the data provided an estimate of baseline suppression. Moreover, the treatment 
intervention received by the sample did not involve the modification of arousal. 
Laws & Holmen (1978) demonstrated, in a single-subject experiment with a 
paedophile, how it is possible, under appropriate instruction, for the subject to use 
cognitive, masturbatory and mechanical manipulation to fake increases in arousal to 
a nonpreferred stimulus and to use a variety of cognitive strategies (such as verbal 
fantasy) to decrease arousal to a preferred stimulus.
Avery-Clark & Laws (1984) noted vast differences in a group of incarcerated 
paedophiles’ ability to control erectile responses. Ability to suppress erections to 
preferred sexual materials ranged from no suppression to 67.5% below mean 
erection under standard instructions.
Card & Farrall (1990) instructed their paedophile subjects to fake penile responses 
to sexual stimuli presented auditorily or visually. Following the presentation of a 
set of stimuli, the same stimuli were presented a second time with instruction to
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fake. Sexual responses were monitored using a PPG as well as other physiological 
response measures (ie., GSR and respiration). Faking attempts were found to be 
more successful to audio than visual stimuli. Arousal was more difficult to fake 
than suppression. The more intense the efforts to fake, the more transparent the 
faking efforts. GSR and respiration added measurably to the detection of faked 
PPG responses which would have appeared otherwise to be genuine responses.
In their study, with rapists and non-rapists, Abel, Becker & Skinner (1980) showed 
that although non-rapists could inhibit equally well to both consenting and rape 
stimuli, rapists suppressed their arousal most effectively to consenting stimuli.
They hypothesised that it is more difficult to inhibit sexual arousal in the presence 
of preferred than non-preferred stimuli.
In a similar study, however, Wydra, Marshall, Earls & Barbaree (1983), employing 
standardised stimuli, obtained results which indicated that both groups of subjects 
inhibited equally well to both types of stimuli.
Malcolm, Davidson & Marshall (1985) investigated the ability of incarcerated 
rapists to control or reduce their penile tumescence while viewing stimuli varying 
in both attractiveness and appropriateness. Subjects were presented slide 
transparencies of nude adult females and were instructed to allow themselves to 
become aroused. When the desired level of arousal for a particular trial was 
reached (25%, 50% or 75% of full erection) the stimulus was removed and 
replaced with a second stimulus. These second stimuli belonged to one of four 
categories: the same slide presented again; a new but similar slide of an adult 
female; a blank slide or a slide of a nude prepubescent female. Subjects were 
instructed to reduce their arousal as much as possible during this second stage
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while continuing to view the stimulus. Results indicate that control over penile 
tumescence is more difficult at low levels of arousal (25% and 50%) than at high 
levels (75%).
PREVENTING FAKING
As noted previously, two classes of faking strategies exist: physical and cognitive 
(Alford, Wedding & Jones, 1983; Laws & Holmen, 1978). Although the physical 
strategies, such as manipulation of the penis, are readily detected due to associated 
atypical polygraphic tracings, the cognitive strategies are more difficult to detect. 
There appears to be no generally accepted method of controlling for response 
faking, however. The most common strategies that have been employed involve 
arranging the testing environment in such a way as to minimise the possibility of 
faking, such as ensuring that the subject is attending to the stimuli (eg.. Laws & 
Rubin, 1969; Henson & Rubin, 1971). Others advocate carefully interpreting 
assessment results (Barlow, 1977; Laws & Holmen, 1978).
Others have employed procedures utilising an abrupt stimulus shift to obviate 
response faking. In these procedures an appropriate stimulus is presented, initially, 
and then abruptly replaced with an inappropriate stimulus (DiFrance, Malcolm, 
Baxter & Davidson, 1981; Freund, Chan & Coulthard, 1979). The assumption 
underlying these procedures is that it is more difficult to inhibit arousal once it has 
occurred.
Another strategy attempting to prevent faking has been to ask the client to perform 
a tracking task at the same time as attending to the stimuli. Farrall (1991) 
instructed his subjects to respond by pressing a key when a signal (red star) 
appeared on the screen. This checks that the subject is looking at the screen. It
255
does not, however, verify that he is attending to the content of the stimuli. More 
effective methods are used by Wormith (1987) and Mahoney & Strassberg (1991) 
who asked their subjects to describe aloud the stimuli during the session.
The "semantic task" developed by Quinsey & Chaplin (1988), has also proven 
useful in eliminating subjects’ ability to fake. The semantic task is essentially a 
signal detection procedure which requires the subject to press a button, in the 
presence of a sexual term, a separate button when a violent term occurs and both 
buttons when a reference to sexual violence is made. Although all sixteen of 
Quinsey & Chaplin’s (1988) non-clinical subjects were capable of faking when the 
signal detection task was not used, only two were able to successfully fake under 
the signal detection condition.
It appears, then, that preventing subjects from shifting their attention from the 
stimuli is a successful method in preventing them from faking their sexual 
response.
A number of other studies have identified subjects’ own strategies to shift their 
attention from the erotic stimuli to other, less sexually arousing thoughts and 
images as a means of controlhng their sexual response (eg.. Laws & Rubin, 1969; 
Quinsey & Bergersen, 1976; Quinsey & Carrigan, 1978). For example, the 
subjects in Laws & Rubin (1969) reported that they used cognitive techniques such 
as concentrating on the lyrics of popular songs, verses of poetry or multiplication 
tables to inhibit their erections. Most subjects in the Quinsey & Bergersen (1976) 
study reported using cognitive techniques such as shifting their attention to thinking 
of a woman that they knew when a child slide appeared.
The studies which identify the cognitive strategies of their subjects do not present
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data regarding their cognitive or neuropsychological functioning. No study 
reviewed, has examined the association. This is thought to be a significant 
oversight by these researchers.
SUMMARY
Taken as a whole, the studies on response control suggest that some non-sex 
offenders and some sex offenders are able, to some extent, to suppress PPG 
assessed sexual responding. This voluntary control of penile responding appears to 
be mediated by cognitive processes (eg., Abel & Blanchard, 1976; Quinsey & 
Bergersen, 1976). These cognitive aspects involve shifting attention from the 
erotic stimuli (Abel & Blanchard, 1976; Laws & Rubin, 1969).
CONCLUSIONS
The findings that clinical subjects can control their sexual response have important 
implications for the validity of the PPG as an assessment tool, since some subjects, 
if motivated, could fake their response. This abihty, if exercised, could lead to 
clinicians and researchers misclassifying subjects in terms of their sexual 
preference. Another, more positive, implication of the findings is that, if subjects 
are found to be able to control their sexual arousal then this could be incorporated 
into part of their clinical treatment.
It is concluded, therefore, that sex offenders’ ability to control their sexual response 
is a crucially important one for clinicians and researchers working in this field.
It is further concluded, however, that most of the studies which have investigated 
sexual response control, in the literature, have small sample size (eg.. Card & 
Farrall (1978), N = 18; Quinsey & Bergersen (1976), N = 8; Rosen et al. (1975), N 
= 24; Rubin & Henson (1975), N = 6) and this limits the generalisability of the
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findings. Additionally, none of the studies reviewed has been conducted in the 
U.K. These are considered to be significant shortcomings in the literature and this 
study is an attempt to address them.
Studies investigating sexual response control, although identifying the role of 
cognitive strategies, have not examined the nature of the cognitive strategies other 
than asking their subjects to describe them. It is thought important to focus 
research attention on understanding the nature of these cognitive abilities as it may 
explain why some subjects are able to suppress their sexual response while others 
are not.
One line of investigation, which is considered to be worth following, is the 
exploration of the relationship between subjects’ ability to control their sexual 
responses, on the PPG, and their ability to perform on neuropsychological tests 
which involve the use of similar cognitive strategies (eg., making cognitive shifts). 
This study, therefore, is designed to include an exploratory investigation into this 
relationship. To the author’s knowledge, this is the first study of this kind to be 
conducted.
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CHAPTER TWO: PURPOSE OF THE PRESENT STUDY 
INTRODUCTION
This chapter introduces the present empirical work. The study focuses on aspects 
of psychophysiological assessment of sex offenders, known as the penile 
plethysmograph (or PPG). The author is one of two Charter Clinical Psychologists, 
within the Psychology Department of Broadmoor Hospital, who conduct PPG 
assessments. Some of the questions arising from this clinical practice are 
addressed in this research.
When conducting PPG assessments, it is necessary to interpret and report the 
findings. To have normative data, with which to compare the individual results, 
would improve interpretation and reporting. Norms are not available, however.
The first aim of this study, then, is to establish normative data for Broadmoor 
patients, who have had a PPG assessment (using the "MAR": Mutual, Aggression, 
Rape stimuli set).
As part of the clinical administration of the MAR stimuli set, the author instructs 
subjects to "suppress" their sexual arousal on half of the material in that set. It 
was highlighted in the literature reviewed in chapter one, that studies have been 
conducted which examine whether offenders can voluntarily suppress their sexual 
response on the PPG, when instructed. The findings from these published research 
studies show that some subjects have this ability (eg., Freund, 1963; Laws &
Rubin, 1969).
All published studies investigating sexual response control have been conducted in 
the U.S. and to have a small sample size (eg.. Card & Farrall (1978), N = 18;
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Quinsey & Bergersen (1976), N = 8; Rosen et al. (1975), N = 24; Rubin & Henson 
(1975), N = 6) which limits their generalisability. The second aim of this study, 
then, is to empirically investigate the extent to which a relatively large sample (N 
= 27) of sex offenders, in the U.K., can suppress their sexual response, on the 
PPG, when instructed. To the author’s knowledge, this is the first study of this 
kind, in the U.K.
The third issue to be addressed, in the present study, relates to aspects of the 
cognitive functioning of offenders. Specifically, subjects’ ability to suppress their 
sexual arousal has been linked, in the literature, to cognitive strategies they employ 
to achieve this suppression (eg., Abel & Blanchard, 1976; Mahoney & Strassberg, 
1991). These cognitive strategies include shifting attention fiom the test stimuli. 
The author considers worthwhile the investigation of sex offenders’ underlying 
cognitive functions associated with these cognitive strategies. Following liaison 
with the Consultant Neuropsychologist, the author concluded that parts of the 
routinely administered battery of neuropsychological tests (ie., those which measure 
frontal lobe functioning, such as cognitive and behavioural control) could be 
associated with subjects’ cognitive strategies to control their sexual response.
These measures are The Stroop, Weigl and WISC Mazes.
The third aim of the present study, then, is to explore the association between 
subjects’ sexual response control, as measured on the PPG, and their cognitive and 
behavioural control, as measured on neuropsychological tests of frontal lobe 
functioning (eg., Stroop; Weigl and WISC Mazes).
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DESIGN OF THE PRESENT STUDY
The study employed a repeated measures design. Quantitative data from the 
measures are used.
Each subject participates in a PPG assessment of their level of sexual arousal to a 
set of videotaped stimuli, MAR (Mutual, Aggression and Rape). Measures are 
obtained regarding subjects’ level of sexual responding to the three stimuli, in two 
conditions (arouse and suppress). Thus six measures are produced: Mutual Arouse 
(MA); Mutual Suppress (MS); Aggression Arouse (AA); Aggression Suppress 
(AS); Rape Arouse (RA) and Rape Suppress (RS).
Indices of subjects’ ability to suppress their sexual response are also calculated for 
each stimulus similar to Mahoney & Strassberg (1991).
The Suppression Index is a measure of how much arousal a subject suppressed 
relative to his arousal in the arouse condition. This is calculated by subtracting the 
score in the suppress condition from the score in the arouse condition and dividing 
this score by the score in the arouse condition (eg.. Mutual Arouse (MA) - Mutual 
Suppress (MS)/ Mutual Arouse (MA)). Thus three Suppression Indices are also 
included in the analyses (ie., MSI; ASI; RSI).
Each subject participates in a battery of neuropsychological tests which provides a 
measure of IQ as well as measures of frontal lobe functioning (eg., cognitive and 
behavioural control). In addition to IQ, the three tests of frontal lobe functioning, 
in the battery, which are used in the present study are:
- the Stroop provides four scores: Raw Score (ST RS); Percentile (ST PER); Error 
(ST ERR); Correction (ST CORR),
- the Weigl produces one score: (W) and
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- the W ise  Mazes produce three scores: Time (WM TIME); Error (WM ERR) 
and Correct (WM CORR).
Analyses of the data include descriptive statistics (eg., means; standard deviations), 
group comparisons (eg., MANOVA; t-tests) and correlational analyses (eg., 
Pearson’s Product Moment Correlation Coefficient).
The sample of sex offenders in the present study all fall into the category "sexual 
aggressives". This term was coined by Abel et al. (1977) to describe men who 
rape or carry out other forceful sexual acts on women. The term is useful in that it 
does not restrict sexual aggression to rape and it includes the variety of aggressive 
behaviours carried out by sex offenders. Furthermore, this term has been used 
extensively in the neuropsychological literature on sex offenders (eg., Langevin, 
1990). The sample of sexual aggressives, in this study, includes a sub-sample of 
rapists. Analyses will be carried out, therefore, for the entire sample of sexual 
aggressives (all) and for the sub-samples of sexual aggressives (rapists) and the 
sub-sample of sexual aggressives (non-rapists) separately.
STATEMENT OF HYPOTHESES
The present study is designed to test the following hypotheses:
HYPOTHESIS ONE
There will be a statistically significant difference between sexual aggressives’ (all) 
level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
HYPOTHESIS TWO
There will be a statistically significant difference between sexual aggressives’ 
(rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and
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suppress conditions.
HYPOTHESIS THREE
There will be a statistically significant difference between sexual aggressives’ (non­
rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
HYPOTHESIS FOUR
Subjects’ ability to suppress sexual response (as measured on the PPG) will be 
significantly correlated with their IQ and their cognitive and behavioural control (as 
measured on the Stroop, Weigl and WISC Mazes).
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CHAPTER THREE: METHODOLOGY 
INTRODUCTION
A detailed account of the methodology adopted in this study is presented. The 
description is given in terms of the subjects employed, assessments used and the 
procedure adopted.
OVERVIEW
The study involves gathering data from psychophysiological and 
neuropsychological assessments conducted with sex offenders in Broadmoor 
Hospital.
The psychophysiological component involves each subject participating in a penile 
plethysmograph (PPG) assessment which measures their level of sexual arousal to 
appropriate (Mutual) and inappropriate (Aggression, Rape) sexual stimuli.
The neuropsychological component involves each subject participating in a battery 
of tests, of frontal lobe functioning (ie., of cognitive and behavioural response 
control).
SUBJECTS
The subjects are twenty-seven adult male sex offenders who are detained in a 
maximum security hospital under the Mental Health Act (1983). Eighteen subjects 
are detained under 37/41; eight subjects are detained under section 47/49 and one 
subject is detained under section 48/49. See Appendix 1 for a description of the 
sections of the Mental Health Act (1983).
In terms of index offence, the sample of sex offenders in the present study all fall 
into the category "sexual aggressives" (Abel et al., 1977). This term is used to
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describe men who rape or carry out other forceful sexual acts on women. The 
term is useful in that it does not restrict sexual aggression to rape and it includes 
the variety of aggressive behaviours carried out by sex offenders. Furthermore, 
this term has been used extensively in the neuropsychological literature on sex 
offenders (eg., Langevin, 1990).
Twelve subjects’ index offence is rape. These subjects form a sub-sample,
‘rapists’, in this study. The remaining fifteen subjects’ index offence involves a 
sexually aggressive act against an adult woman (eg., sexual assault). These 
subjects form a sub-sample, ‘non-rapists’, in this study.
Sixteen subjects are categorised as suffering from Psychopathic Disorder and 
eleven subjects are categorised as suffering from Mental Illness. See Appendix 2 
for definitions used in the Mental Health Act (1983).
Subjects length of stay in the hospital ranges from 3 years to 31 years (mean 
length of stay is 9.48 years).
Subjects’ age ranges from 26 years to 59 years (mean age is 40.44). Subjects’ IQ 
ranges from 68 to 150 (mean IQ is 98.07).
PSYCHOPHYSIOLOGICAL MEASURE: PENILE PLETHYSMOGRAPH 
(PPG)
The PPG measures sexual arousal during the presentation of appropriate (mutually 
consenting sexual intercourse) and inappropriate (aggression and rape) material.
The PPG material used in the present study consists of a series of twelve 
videotaped sequences depicting Mutual, Aggression and Rape (MAR) scenes. Each 
type of scene is shown four times in a random order. For two of the four 
presentations the subject is instructed to "arouse" (ie., let himself become sexually
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aroused naturally to the stimuli) and for the other two presentations the subject is 
instructed to "suppress" (ie., stop himself from becoming sexually aroused to the 
stimuli). This is standard practice in the use of the MAR stimuli used in the UK 
(Crawford & Bonham, 1981). The comparison of the two conditions allows the 
operator to obtain a measure of the extent to which the subject can control (or 
suppress) his sexual arousal. The order of presentation of the stimuli is given in 
Appendix 3.
ADMINISTRATION
Each subject is seated in a quiet, locked booth on a comfortably padded chair with 
head rest. A video monitor, on which the stimuli are presented, is placed one 
metre in front of the subject. A video camera is placed directly above the video 
monitor to show the subject’s face (from shoulder height). The subject’s penile 
tumescence is measured using a Barlow gauge which is a flexible, lightweight 
stainless steel metallic clip (Barlow et al., 1970). The subject’s heart rate and 
galvanic skin response (GSR) are also measured. A polygraph which records the 
subject’s responses is located in an adjacent control room where the operator is 
also located. A video monitor which displayed the subject’s face is also located in 
the control room so that the operator could ensure that the subject is looking at the 
stimuli. The subject and operator communicate through an intercom system.
Before the assessment commences, the subject is presented with a full explanation 
of the procedure and any questions are answered fully. The subject then signs a 
written consent form agreeing to participate in the assessment (see Appendix 4 for 
a copy of the consent form). At the end of the assessment, the subject is 
interviewed and fully debriefed. The PPG assessments are conducted according the
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‘Guidelines for PPG Usage’ produced by the Multi-agency Working Group of 
Forensic Psychologists (see Appendix 5 for a copy of the guidelines).
SCORING
The subject’s responses are produced on a polygraph. The plethysmograph is 
calibrated before and after the presentation of the stimuli. The PPG responses are 
calculated by adding the responses for each of the Mutual, Aggression and Rape 
stimuli separately and computing the mean response for each. This is done for the 
three types of materials, under the arouse and suppress conditions. The subject’s 
maximum response is noted and each score is then calculated as a percentage of 
maximum response. This measure has the advantage of making comparisons of 
relative sexual responsiveness between subjects, since it is independent of actual 
penis size and erection capability. Thus there are six scores:
- Mutual Arouse (MA); Mutual Suppress (MS)
- Aggression Arouse (AA); Aggression Suppress (AS)
- Rape Arouse (RA); Rape Suppress (RS).
A Suppression Index is calculated for each set of stimuli as described in chapter 
two. This produces three additional scores:
- Mutual Suppression Index (MSI)
- Aggression Suppression Index (ASI)
- Rape Suppression Index (RSI).
NEUROPSYCHOLOGICAL MEASURES
A standard neuropsychological assessment battery was introduced, by the clinical 
neuropsychologist in the psychology department, for use throughout Broadmoor 
Hospital. Tests were chosen for inclusion in the battery to address a wide span of
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cognitive functions. The battery was planned to provide maximal information, in 
the shortest time, due to problems of engagement of patients from psychiatric 
populations in assessment.
An emphasis was placed on tests which are thought to provide information about 
frontal functions (eg., Stroop, Weigl, WISC Mazes). It is these "frontal" tests 
which are of relevance to the present study.
WECHSLER ADULT INTELLIGENCE SCALE - REVISED (WAIS-R)
In the neuropsychological test battery used in Broadmoor, five subtests of the 
WAIS-R are used routinely: Comprehension, Similarities, Digit Span, Digit Symbol 
and Block Design. These provide both age-related individual subtest scores and a 
Full Scale IQ estimate. Individual tasks are chosen for their clinical and 
neuropsychological value: Comprehension as a measure of general verbal 
understanding and expression; Similarities as a task involving verbal abstract 
reasoning; Digit Span as a measure of brief "attention span" or mental control;
Digit Symbol as one of psychomotor speed and Block Design as an indication of 
possible constructional dyspraxia.
The Full Scale IQ estimate is the score used in the present study.
STROOP NEUROPSYCHOLOGICAL SCREENING TEST 
("THE STROOP")
The Stroop (Trennerry et al., 1989) provides evidence regarding the ease with 
which an individual can shift his perceptual set to accommodate changing demands, 
requiring him to say aloud the colour of ink a word is written in, while suppressing 
response to the actual word on the page.
The particular version used in this study has been chosen primarily for its capacity
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to carry a percentile rating of performance. Additional Broadmoor scoring 
parameters have been introduced to record error and the spontaneous correction of 
error.
The Form C Stimulus Sheet consists of 112 colour names (red, green, blue, tan) 
arranged in four columns of twenty-eight names. The names are printed in one of 
four different colours of ink (red, green, blue, tan) but no name is printed in its 
matching colour (eg., the name red is never printed in red ink). See Appendices 6 
and 7 for a copy of the Stroop Stimulus Sheet and the Stroop Record Form, 
respectively.
Normative data for this scale are based upon a sample of 156 adults aged between 
eighteen and seventy-nine. Test re-test reliability correlations for the colour-word 
test is given as .90. Discriminant analyses provided correct classification rates for 
participants with brain damage in 79.3% to 85.4% of cases (Trennerry et al., 1989). 
ADMINISTRATION 
Colour-Word Task
The Colour-Word Task is the second task. Form C-W Stimulus Sheet is placed in 
front of the subject so that it is on a flat surface. The subject is then instructed: 
Here is a page with more words on it. This time, I would like you to name aloud 
the colour of the ink - red, blue, green or tan (point to words written in these 
colours) - in which the word is printed. Go as quickly as you can, going down the 
columns just as you did before. For this first one you would say "RED". 
Understand? If you make a mistake, just correct yourself and keep on going.
Name the colour of the ink as quickly and as accurately as you can. Ready?
Begin.
269
The subject is allowed 120 seconds to respond (timed using a stopwatch). Correct 
responses are recorded by making a check mark next to the item, on the Record 
Form. Incorrect responses are recorded by entering an X next to the item. When 
the subject gives an incorrect response and corrects it spontaneously, a C is marked 
next to that item. After 120 seconds have elapsed, the task is terminated and Form 
C-W Stimulus Sheet is removed.
SCORING
The Colour-Word Score is the score used. It is calculated by the following 
formula:
The Colour-Word Score is the number of correct responses, or number of items 
completed minus incorrect responses.
Percentiles for Colour-Word Scores are available.
The four scores included in the analysis are:
1. Raw Score (RS) - numbers of items read in 120 seconds.
2. Percentile (PER) - correction of raw score for age.
3. Error (ERR) - number of errors made in 120 seconds.
4. Error Correction (CORR) - number of errors corrected in 120 seconds.
WEIGL’S COLOUR FORM SORTING TEST
The Weigl test (Weigl, 1941) is a simple sorting task which can be used to 
measure the capacity to shift from one concept to another. It forms part of the 
neuropsychological test battery at Broadmoor because it is the least stressful and 
time consuming of the sorting tasks and it has been found that a sufficiently large 
number of the Broadmoor patients tested were found to fail this task so that it 
made an adequate discrimination.
270
ADMINISTRATION
The aim of all sorting tasks is to find out the ease with which the conceptual shift 
can be made, while providing a minimum of directive feedback (which is only 
gradually provided after a sequence of failures). In this task, there are twelve 
tokens, four each of red, blue, green and yellow and these can also be subdivided 
as four squares, circles, and triangles. The task is to use first one criterion and 
then the other.
The tokens are placed in a random array, and the patient is instructed to sort these 
(tokens) into PILES in an OBVIOUS way. The emphasis is placed upon piles and 
obvious, but no other directions are given at this stage. This provides the first sort. 
If the first sort provides a clear division into either shapes (or colour), it can be 
recorded as piles x shape (or colour) and the next instructions will be "Can you 
sort these (tokens) in a different, obvious way?"
If the first sort fails to provide the clear division required, then the results are 
noted, and a derivative of the initial instructions is repeated. One of the most 
common findings will be a sort by "design", which may confound both shape and 
colour (eg., regular sequences of a triangle, circle and square laid flat in each 
colour). When this happens it can be recorded as design x colour x shape. In 
order to emphasise the importance of a single parameter, the tokens are resorted 
into piles using the main criterion, colour. When this has been established, the 
patient can then be asked "Can you sort these (tokens) in a different obvious way 
into piles?"
Sometimes the same criterion may be used twice (eg., a patient could make a first 
correct sort into different shapes using piles, but at the second stage will use the
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same criterion again, creating designs using different shapes, or building four 
different piles each of which will contain one exemplar of each shape. When this 
happens, they can be asked "Can you think of a way to do it that will not use 
shape (or colour)?"
If this fails to produce the desired category, then the direct instruction is finally 
given "How about using shape (or colour)?"
SCORING
1. Superior Pass (Score = 1)
A superior pass is one in which the two main sorts are achieved easily and clearly 
with the minimum of instruction, and in which there is no "sequencing" in either 
sort. Sequencing involves the intrusion of one sort into the other (ie., sorting by 
colour in which piles are invariably sequences by shape, or vice versa).
2. Pass (Score = 2)
An ordinary pass is one which is achieved with little or no prompting, but there 
may be a sequencing intmsion in either one or both sorts.
3. Equivocal Pass (Score = 3)
A marginal pass occurs when the two main sorts are accompanied by an interim 
sort using design (eg., piles x shape is followed by design x colour x shape) but is 
corrected to piles x colour on the instruction of "piles".
4. Equivocal Fail (Score = 4)
This is a more hesitant version of 3, where there may be two intermediary designs, 
or some perplexity before achieving the desired second sort.
5. Fail (Score = 5)
Failure occurs when it has finally become necessary to give a direct instruction to
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use the second criterion (ie., "How about colour (or shape)?"). If this is followed 
by an adequate sort in which there is no sequencing, the score if F5.
6. Contaminated Fail (Score = 6)
If the final failure is also accompanied by a sequencing intrusion of the first sort, 
then this is a contaminated fail, F6. F6 is also used for patients who completely 
FAIL the task (ie., faü to achieve a second sort, perhaps because of perseveration). 
However, it is not used for those who simply refuse, or fail to complete the task. 
WECHSLER INTELLIGENCE SCALE FOR CHILDREN (WISC) MAZES 
The WISC (Wechsler, 1949) mazes are included in the Broadmoor test battery as a 
relatively easy and accessible measure of visuo-spatial planning abilities and 
associated motor control. The version used comes from the original publication of 
Wechsler’s Intelligence Scale for Children (WISC) and is now obsolete. It was 
chosen partly because it precludes the possibility of patients having experienced the 
same test a few years earlier in childhood testing and partly because the original 
version is more manageable (it was printed on two pages instead of three, and in 
ordinary black and white print instead of blue). There are standard scoring 
techniques and normative data to sixteen years available in the manual, but 
experimental norms are being developed at Broadmoor for adult neuropsychiatrie 
patients on a number of critical parameters. See Appendix 8 for a copy of the 
WISC Mazes.
ADMINISTRATION
The patient is instructed "Here are a series of simple mazes for you to solve. Y ou 
have to start in the middle, and find your way out, without going the wrong way, 
and without crossing any lines" and an accompanying demonstration is given using
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the simplest maze marked "sample". The subjects are then told to start with the 
next (sample) maze, and to work systematically through all mazes. They are 
timed, but this is primarily a test of accuracy and control and they do not need to 
rush. Total time is then recorded (ie., from the second sample maze to task 
completion). If subjects are inclined to give up, they are given reasonable 
encouragement to persist.
ERROR
1. A "main error" is defined as one where a patient will actually enter a blind 
alley, and crosses an imaginary line which would limit this alley. (This follows the 
instructions of the original manual).
2. There is also an experimental "error analysis" associated with this task:
a. Errors can be classified on an ordinal qualitative scale as being careful (or 
normal), or characteristic of different degrees of impulsivity or inertia.
b. The whole record can be recorded as complete or incomplete
c. It may or may not be characterised by neurological tremor.
SCORING
Scoring can take place later, after administration, and includes the following 
parameters:
1. Time ("WM TIME") - Total time (in seconds) for completion of a set of six 
mazes and two initial trial mazes
2. Error ("WM ERR") - Total number of errors on the main set of six mazes.
3. Number Correct ("WM CORR") - Number of the six mazes in the main set 
which are completed wholly without error.
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PROCEDURE
The preparation phase of this study involved the presentation of a research proposal 
to the Clinical Psychology Psych D Course Director and the Director of 
Psychological Services, Broadmoor Hospital for approval. The proposal passed 
through this stage and was then presented to the Broadmoor Hospital Research and 
Ethics Committees for approval. Approval was granted by both committees.
The PPG assessments were administered either by the author alone or in 
collaboration with the Director of Psychological Services or by the latter alone.
The neuropsychological assessments were administered by the Consultant 
Neuropsychologist.
The scores resulting from the psychophysiological and neuropsychological 
assessments were gathered, by the author, and were entered onto a database. 
Statistical analyses were then conducted using the SPSS PC statistical package.
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CHAPTER FOUR: FINDINGS FROM THE PRESENT STUDY 
INTRODUCTION
The findings from the present study are reported in this chapter and are divided 
into three sections:
(a) Descriptive Statistics (Means: Standard Deviations) for:
Nine psychophysiological measures:
Mutual Arouse (MA); Mutual Suppress (MS); Mutual Suppression Index (MSI); 
Aggression Arouse (AA); Aggression Suppress (AS); Aggression Suppression 
Index (ASI); Rape Arouse (RA); Rape Suppress (RS); Rape Suppression Index 
(RSI).
Nine neuropsychological measures:
IQ; Stroop Raw Score (ST RS); Percentile (ST PER); Error (ST ERR); Correction 
(ST CORR); Weigl (W); WISC Mazes Time (WM TIME); Error (WM ERR); 
Correct (WM CORR).
(b) Comparisons (MANOVA: t-tests) across:
- Conditions (Arouse; Suppress; Suppression Index) and
- Stimuli (Mutual; Aggression; Rape) on the nine psychophysiological measures;
- Groups (Sexual Aggressives (All); Sexual Aggressives (Rapists); Sexual 
Aggressives (Non-Rapists)) on aU eighteen psychophysiological and 
neuropsychological measures.
(c) Correlational Analvses (Pearson’s Product Moment Correlation 
Coefficient, r) between:
Suppression Index for the three stimuli sets: Mutual Suppression Index (MSI);
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Aggression Suppression Index (ASI); Rape Suppression Index (RSI) and each of 
the neuropsychological measures.
All tests are two-tailed and the results will be discussed in terms of the stated 
hypotheses.
DESCRIPTIVE STATISTICS
The first aim of the present study is to establish normative data for Broadmoor 
patients who have had a PPG assessment using the MAR stimuli set, on their mean 
percentage of maximum sexual response score.
SEXUAL AGGRESSIVES (ALL)
For the Mutual stimuli, the mean percentage of maximum sexual response score for 
the Mutual Arouse (MA) condition is 66.98 (standard deviation = 27.87) and for 
the Mutual Suppress (MS) condition is 43.98 (standard deviation = 26.41).
For the Aggression stimuli, the mean percentage of maximum sexual response 
score for the Aggression Arouse (AA) condition is 40.56 (standard deviation = 
27.94) and in the Aggression Suppress (AS) condition is 28.92 (standard deviation 
= 22.19).
For the Rape stimuli, the mean percentage of maximum sexual response score for 
the Rape Arouse (RA) condition is 57.08 (standard deviation = 28.17) and for the 
Rape Suppress (RS) condition is 47.27 (standard deviation = 27.92).
The means and standard deviations for Suppression Indices are:
Mutual Suppression Index (MSI) mean is .28 (standard deviation = .36);
Aggression Suppression Index (ASI) mean is .16 (standard deviation = .61); Rape 
Suppression Index (RSI) mean is .04 (standard deviation = .59).
The norms, for the sample of sexual aggressives (all), are presented in Table 1.
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TABLE 1. MEANS AND STANDARD DEVIATIONS FOR MUTUAL, 
AGGRESSION AND RAPE STIMULI IN AROUSE AND 
SUPPRESS CONDITIONS: SEXUAL AGGRESSIVES (ALL).
CONDITION MEAN STANDARD
DEVIATION
MUTUAL AROUSE (MA) 66.98 27.87
MUTUAL SUPPRESS (MS) 43.98 26.41
AGGRESSION AROUSE (AA) 40.56 27.94
AGGRESSION SUPPRESS(AS) 28.92 22.19
RAPE AROUSE (RA) 57.08 27.87
RAPE SUPPRESS (RS) 47.27 27.92
MUTUAL SUPP INDEX (MSI) 00.28 00.36
AGGRESS SUPP INDEX (ASI) 00.16 00.61
RAPE SUPP INDEX (RSI) 00.04 00.59
Appendix 9 presents the data for Mutual, Aggression and Rape stimuli in arouse 
and suppress conditions for the sexual aggressives (all), in the form of a histogram. 
SEXUAL AGGRESSIVES (RAPISTS)
Norms were established separately for the sub-sample of rapists. These are:
For the Mutual stimuli, the mean percentage of maximum sexual response score for 
the Mutual Arouse (MA) condition is 70.35 (standard deviation = 24.90) and for 
the Mutual Suppress (MS) condition is 51.45 (standard deviation = 26.14).
For the Aggression stimuli, the mean percentage of maximum sexual response 
score for the Aggression Arouse (AA) condition is 50.55 (standard deviation = 
22.30) and in the Aggression Suppress (AS) condition is 35.55 (standard deviation 
= 19.64).
For the Rape stimuli, the mean percentage of maximum sexual response score for 
the Rape Arouse (RA) condition is 63.67 (standard deviation = 17.71) and for the 
Rape Suppress (RS) condition is 62.68 (standard deviation = 22.10).
The means, standard deviations for Suppression Indices are:
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Mutual Suppression Index (MSI) mean is .22 (standard deviation = .29);
Aggression Suppression Index (ASI) mean is .22 (standard deviation = .60); Rape
Suppression Index (RSI) mean is -.04 (standard deviation = .48).
The norms for the sub-sample of rapists are presented in Table 2.
TABLE 2. MEANS AND STANDARD DEVIATIONS FOR MUTUAL, 
AGGRESSION AND RAPE STIMULI IN AROUSE AND 
SUPPRESS CONDITIONS: SEXUAL AGGRESSIVES 
(RAPISTS).
CONDITION MEAN STANDARD
DEVIATION
MUTUAL AROUSE (MA) 70.35 24.90
MUTUAL SUPPRESS (MS) 51.45 26.14
AGGRESSION AROUSE (AA) 50.55 22.30
AGGRESSION SUPPRESS(AS) 35.55 19.64
RAPE AROUSE (RA) 63.67 17.71
RAPE SUPPRESS (RS) 62.68 22.10
MUTUAL SUPP INDEX (MSI) 00.22 00.29
AGGRESS SUPP INDEX (ASI) 00.22 00.60
RAPE SUPP INDEX (RSI) -0.04 00.48
Appendix 10 presents the data for Mutual, Aggression and Rape stimuli in arouse 
and suppress conditions for the sexual aggressives (rapists), in the form of a 
histogram.
SEXUAL AGGRESSIVES (NON-RAPISTS)
Norms were established separately for the sub-sample of sexual aggressives (non­
rapists). These are:
For the Mutual stimuli, the mean percentage of maximum sexual response score for 
the Mutual Arouse (MA) condition is 64.54 (standard deviation = 29.75) and for 
the Mutual Suppress (MS) condition is 38.94 (standard deviation = 25.44).
For the Aggression stimuli, the mean percentage of maximum sexual response 
score for the Aggression Arouse (AA) condition is 33.73 (standard deviation =
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29.81) and in the Aggression Suppress (AS) condition is 23.74 (standard deviation 
= 22.58).
For the Rape stimuli, the mean percentage of maximum sexual response score for 
the Rape Arouse (RA) condition is 53.08 (standard deviation = 33.79) and for the 
Rape Suppress (RS) condition is 36.32 (standard deviation = 26.57).
The means, standard deviations for Suppression Indices are:
Mutual Suppression Index (MSI) mean is .32 (standard deviation = .40); 
Aggression Suppression Index (ASI) mean is .10 (standard deviation = .62); Rape 
Suppression Index (RSI) mean is .10 (standard deviation = .67).
The norms for the sub-sample of sexual aggressives (non-rapists) are presented in 
Table 3.
TABLE 3. MEANS AND STANDARD DEVIATIONS FOR MUTUAL, 
AGGRESSION AND RAPE STIMULI IN AROUSE AND 
SUPPRESS CONDITIONS: SEXUAL AGGRESSIVES (NON­
RAPISTS).
CONDITION MEAN STANDARD
DEVIATION
MUTUAL AROUSE (MA) 64.54 29.75
MUTUAL SUPPRESS (MS) 38.94 25.44
AGGRESSION AROUSE (AA) 33.73 29.81
AGGRESSION SUPPRESS(AS) 23.74 22.58
RAPE AROUSE (RA) 53.08 33.79
RAPE SUPPRESS (RS) 36.32 26.57
MUTUAL SUPP INDEX (MSI) 00.32 00.40
AGGRESS SUPP INDEX (ASI) 00.10 00.62
RAPE SUPP INDEX (RSI) 00.10 00.67
Appendix 11 presents the data for Mutual, Aggression and Rape stimuli in arouse 
and suppress conditions for the sexual aggressives (non-rapists), in the form of a 
histogram.
Appendices 12, 13 and 14 present the data, across all groups, for Mutual,
280
Aggression and Rape stimuli, respectively.
The means and standard deviations for sexual aggressives (all), sexual aggressives 
(rapists) and sexual aggressives (non-rapists) on all the neuropsychological 
measures are presented in Appendix 15.
COMPARATIVE DATA
The second aim of the present study is to empirically investigate the extent to 
which a sample of sex offenders, in the U.K., can suppress their sexual response, to 
MAR stimuli on the PPG, when instructed.
The comparison data were analysed using MANOVA and t-tests. The findings are 
presented in terms of F values and t values and the probability values (p) of the 
null hypothesis.
HYPOTHESIS ONE
There will be a statistically significant difference between sexual aggressives’ (all) 
level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
Results from the MANOVA indicate significant main effects for condition (F = 
28.57; p<.0001) and stimuli (F = 7.83; p<.001) as well as a significant interaction 
between condition and stimuli (F = 7.65; p<.01).
Once these significant effects were established, t-tests were carried out to examine 
individual comparisons. Results indicate that subjects’ level of sexual arousal to 
Mutual stimuli is significantly different in the arouse and suppress conditions (t = 
4.10; p<.0001).
Thus, subjects were able to suppress their sexual arousal, when instructed, to 
stimuli depicting mutually consenting sexual intercourse, to a significant degree.
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This finding supports hypothesis one.
Subjects’ level of sexual arousal to Aggression stimuli is significantly different in 
the arouse and suppress conditions (t = 4.09; p<.0001).
Thus, subjects were able to suppress their sexual arousal, when instructed, to 
stimuli depicting aggression stimuli, to a significant degree. This finding supports 
hypothesis one.
Subjects’ level of sexual arousal to Rape stimuli is not significantly different in the 
arouse and suppress conditions (t = 1.96; p<.07).
Thus, subjects were not able to suppress their sexual arousal, when instructed, to 
stimuli depicting rape stimuli, to a significant degree. This finding does not 
support hypothesis one.
Table 4 represents the data obtained from these comparisons.
TABLE 4. t VALUES AND TWO-TAILED p VALUES FOR
COMPARISONS BETWEEN AROUSE AND SUPPRESS 
CONDITIONS ON MUTUAL, AGGRESSION AND RAPE 
STIMULI: SEXUAL AGGRESSIVES (ALL)
CONDITION t VALUE p VALUE
MA AND MS 4.02 .0001
AA AND AS 3.82 .001
RA AND RS 1.90 .07
Hypothesis one, therefore, was supported, although not fully, by the present 
findings.
Other comparisons were conducted between the sexual response scores in the 
arouse and suppress conditions across Mutual, Aggression and Rape stimuli, for 
sexual aggressives (all).
There was a significant difference between the level of sexual responses to Mutual 
and Aggression stimuli, in the arouse condition (t = 2.96; p<.007) and in the
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suppress condition (t = 2.55; p<.01).
There was a significant difference between the level of sexual responses to 
Aggression and Rape stimuli, in the arouse condition (t = 3.71; p<.001) and in the 
suppress condition (t = 4.06; p<.0001).
There was not a significant difference between the level of sexual responses to 
Mutual and Rape stimuli, in the arouse condition (t = 1.17; p<.3) or in the suppress 
condition (t = -.06; p<0.5).
Subjects’ Suppression Index scores did not differ significantly between the Mutual 
and Aggression stimuli (t = .84; p<.4); Mutual and Rape stimuli (t = 1.75; p<.09) 
or the Aggression and Rape stimuli (t = -.82; p<.4).
These findings are presented in Table 5.
TABLE 5. t VALUES AND TWO-TABLED p VALUES FOR
COMPARISONS BETWEEN MUTUAL, AGGRESSION AND 
RAPE STIMULI IN AROUSE AND SUPPRESS CONDITIONS: 
SEXUAL AGGRESSIVES (ALL).
STIMULI t VALUE p VALUE
MA AND AA 2.96 .007
MS AND AS 2.55 .01
AA AND RA 3.71 .001
AS AND RS 4.06 .0001
MA AND RA 1.17 .3
MS AND RS -.60 .5
MSI AND ASI 0.84 .4
MSI AND RSI 1.75 .09
ASI AND RSI -.82 .4
Subjects’ level of sexual response, therefore, was significantly different to the 
Mutual and Aggression stimuli and to the Rape and Aggression stimuli, in both 
arouse and suppress conditions. Subjects’ level of sexual response to the Mutual 
and Rape stimuli, however, did not differ significantly, in either arouse and 
suppress conditions.
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SEXUAL AGGRESSIVES (RAPISTS) 
HYPOTHESIS TWO
There will be a statistically significant difference between sexual aggressives’ 
(rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and 
suppress conditions.
Results, for the rapists sub-sample, indicate that their level of sexual arousal to 
Mutual stimuli is significantly different in the arouse and suppress conditions (t = 
4.58; p<.001).
Thus, rapists were able to suppress their sexual arousal, when instructed, to stimuli 
depicting mutually consenting sexual intercourse, to a significant degree. This 
finding supports hypothesis two.
Rapists’ level of sexual arousal to Aggression stimuli is significantly different in 
the arouse and suppress conditions (t = 3.74; p<.01).
Thus, rapists were able to suppress their sexual arousal, when instructed, to stimuli 
depicting aggression stimuli, to a significant degree. This finding supports 
hypothesis two.
Rapists’ level of sexual arousal to Rape stimuli is not significantly different in the 
arouse and suppress conditions (t = 0.14; p<.2).
Thus, rapists were not able to suppress their sexual arousal, when instructed, to 
stimuli depicting rape stimuli, to a significant degree. This finding does not 
support hypothesis two.
Table 6 represents the data obtained from these comparisons.
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TABLE 6. t VALUES AND TWO-TAILED p VALUES FOR
COMPARISONS BETV^EEN AROUSE AND SUPPRESS 
CONDITIONS ON MUTUAL, AGGRESSION AND RAPE 
STIMULI: SEXUAL AGGRESSIVES (RAPISTS)
CONDITION t VALUE p VALUE
MA AND MS 4.58 .001
AA AND AS 3.74 .01
RA AND RS 0.14 .20
Hypothesis two, therefore, was supported, although not fully, by the present 
findings.
Other comparisons were conducted between the sexual response scores in the 
arouse and suppress conditions across Mutual, Aggression and Rape stimuli, for the 
rapists.
There was not a significant difference between the level of sexual responses to 
Mutual and Aggression stimuli, in the arouse condition (t = 1.72; p<.l) or in the 
suppress condition (t = 2.15; p<.07).
There was not a significant difference between the level of sexual responses to 
Aggression and Rape stimuli, in the arouse condition (t = 1.99; p<.l) but there was 
in the suppress condition (t = 3.3; p<.01).
There was not a significant difference between the level of sexual responses to 
Mutual and Rape stimuli, in the arouse condition (t = 0.65; p<.2) or in the suppress 
condition (t = 1.35; p<0.2).
Rapists’ Suppression Index scores did not differ significantly between the Mutual 
and Aggression stimuli (t = 0.4; p<.2); Mutual and Rape stimuli (t = 1.52; p<.l) or 
the Aggression and Rape stimuli (t = 1.77; p<.l).
These findings are presented in Table 7.
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TABLE 7. t VALUES AND TWO-TAILED p VALUES FOR
COMPARISONS BETWEEN MUTUAL, AGGRESSION AND 
RAPE STIMULI IN AROUSE AND SUPPRESS CONDITIONS: 
SEXUAL AGGRESSIVES (RAPISTS).
STIMULI t VALUE p VALUE
MA AND AA 1.72 .1
MS AND AS 2.15 .07
AA AND RA 1.99 .1
AS AND RS 3.30 .01
MA AND RA 0.65 .2
MS AND RS 1.35 .2
MSI AND ASI 0.40 .2
MSI AND RSI 1.52 .1
ASI AND RSI 1.77 .1
Rapists’ level of sexual response, therefore, was not significantly different to the 
Mutual and Rape stimuli or to the Mutual and Aggression stimuli, in either arouse 
or suppress conditions. Rapists’ level of sexual response to the Aggression and 
Rape stimuli did not differ significantly, in the arouse condition, but did in the 
suppress condition.
SEXUAL AGGRESSIVES (NON-RAPISTS) 
HYPOTHESIS THREE
There will be a statistically significant difference between sexual aggressives’ (non­
rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
Results, for the sexual aggressives (non-rapists) sub-sample, indicate that their level 
of sexual arousal to Mutual stimuli is significantly different in the arouse and 
suppress conditions (t = 3.10; p<.01).
Thus, sexual aggressives (non-rapists) were able to suppress their sexual arousal, 
when instructed, to stimuli depicting mutually consenting sexual intercourse, to a 
significant degree. This finding supports hypothesis three.
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Sexual aggressives’ (non-rapists) level of sexual arousal to Aggression stimuli was 
not significantly different in the arouse and suppress conditions (t = 1.79; p<.l). 
Thus, sexual aggressives (non-rapists) were not able to suppress their sexual 
arousal, when instructed, to stimuli depicting aggression stimuli, to a significant 
degree. This finding does not support hypothesis three.
Sexual aggressives’ (non-rapists) level of sexual arousal to Rape stimuli was 
significantly different in the arouse and suppress conditions (t = 2.26; p<.05). 
Thus, sexual aggressives (non-rapists) were able to suppress their sexual arousal, 
when instructed, to stimuh depicting rape stimuli, to a significant degree. This 
finding supports hypothesis three.
Table 8 represents the data obtained from these comparisons.
TABLE 8. t VALUES AND TWO-TAILED p VALUES FOR
COMPARISONS BETWEEN AROUSE AND SUPPRESS 
CONDITIONS ON MUTUAL, AGGRESSION AND RAPE 
STIMULI: SEXUAL AGGRESSIVES (NON-RAPISTS)
CONDITION t VALUE p VALUE
MA AND MS 3.1 .01
AA AND AS 1.79 .1
RA AND RS 2.26 .05
Hypothesis three, therefore, was supported, although not fully, by the present 
findings.
Other comparisons were conducted between the sexual response scores in the 
arouse and suppress conditions across Mutual, Aggression and Rape stimuli, for 
sexual aggressives (non-rapists).
There was a significant difference between the level of sexual responses to Mutual 
and Aggression stimuli, in the arouse condition (t = 2.79; p<.02) and in the
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suppress condition (t = 2.77; p<.02).
There was a significant difference between the level of sexual responses to 
Aggression and Rape stimuli, in the arouse condition (t = 2.48; p<.05) but not in 
the suppress condition (t = 1.88; p<.l).
There was not a significant difference between the level of sexual responses to 
Mutual and Rape stimuli, in the arouse condition (t = 1.52; p<.2) or in the suppress 
condition (t = .92; p<0.2).
Sexual aggressives’ (non-rapists) Suppression Index scores did not differ 
significantly between the Mutual and Aggression stimuli (t = .65; p<.2); Mutual 
and Rape stimuli (t = 0.75; p<.2) or the Aggression and Rape stimuli (t = .18;
p<.2).
Table 9 represents the data obtained from these comparisons.
TABLE 9. t VALUES AND TWO-TAILED p VALUES FOR
COMPARISONS BETWEEN MUTUAL, AGGRESSION AND 
RAPE STIMULI IN AROUSE AND SUPPRESS CONDITIONS: 
SEXUAL AGGRESSIVES (NON-RAPISTS).
STIMULI t VALUE p VALUE
MA AND AA 2.79 .02
MS AND AS 2.77 .02
AA AND RA 2.48 .05
AS AND RS 1.88 .1
MA AND RA 1.52 .2
MS AND RS 0.92 .2
MSI AND ASI 0.65 .2
MSI AND RSI 0.75 .2
ASI AND RSI 0.18 .2
Sexual aggressives’ (non-rapists) level of sexual response, therefore, was 
significantly different to the Mutual and Aggression stimuli, in both the arouse and 
suppress conditions, and to the Rape and the Aggression stimuli, in the arouse
condition but not the suppress condition. Their level of sexual response to the 
Mutual and Rape stimuli, however, did not differ significantly, in either the arouse 
or the suppress conditions.
Comparisons between the sexual aggressives (rapists) and the sexual aggressives 
(non-rapists) on all psychophysiological measures reveal that the two groups differ 
only on the Rape Suppress (RS) score (t = -2.81; p<.009). The data from these 
comparisons are presented in Appendix 16.
The sub-samples of sexual aggressives (rapists) and sexual aggressives (non-rapists) 
were compared on all nine neuropsychological measures and no differences were 
found between the two groups on any of the measures. See Appendix 17 for the t 
and p values obtained from these analyses.
CORRELATIONAL ANALYSES
The third aim of the present study is to examine the association between subjects’ 
sexual response control, as measured on the PPG, and their cognitive and 
behavioural control, as measured on neuropsychological tests of frontal lobe 
functioning.
The correlational data were analysed using Pearson’s Product Moment Correlation 
Coefficient (r). These findings are presented in terms of r values and the 
probability values (p) of the null hypothesis.
HYPOTHESIS FOUR
Subjects’ ability to suppress sexual response (as measured on the PPG) will be 
significantly correlated with IQ and their cognitive and behavioural control (as 
measured on Stroop, Weigl and WISC Mazes).
Findings from the correlational analyses reveal that the Suppression Index, for the
289
Mutual stimuli, was not significantly correlated with IQ (r = .197; p<.2). The 
Suppression Index was significantly correlated with the Stroop Percentile (ST PER) 
score (r = 0.3844; p<.03) but not with the other Stroop scores: ST RS (r = .0844; 
p<.4); ST ERR (r = .1231; p<.6); ST CORR (r = .0683; p< .8)).
The Suppression Index, for the Mutual stimuli, was not significantly correlated 
with Weigl score (W) (r = -.0824; p<.7) and was not significantly correlated with 
scores on the WISC Mazes: WM TIME (r = .0983; p<.7); WM ERR (r = .0155; 
p<.9); WM CORR (r = .0085; p<.9).
The Suppression Index, for the Aggression stimuli, was not significantly correlated 
with IQ (r = .030; p<.5) or with scores on the Stroop: ST RS (r = -.1702; p<.5);
ST PER (r = -.0191; p<.9); ST ERR (r = .0484; p<.9); ST CORR (r = .0250; p<.9); 
or the Weigl score (W) (r = -.0931; p<.7) or with scores on the WISC Mazes: WM 
TIME (r = -.2721; p<.2); WM ERR (r = .1149; p<.6); WM CORR (r = -.1621;
p<.5)
The Suppression Index, for the Rape stimuli, was not significantly correlated with 
IQ (r = -.192; p<.2) or with the scores from the Stroop: ST RS (r = -.1366; p<.6); 
ST PER (r = -.2994; p<.2); ST ERR (r = .1772; p<.4); ST CORR (r = .0912; p<.7). 
The Suppression Index, for the Rape stimuli, was significantly correlated with the 
Weigl score (W) (r = .4156; p<.03).
The
scores on
p<.8); WM CORR (r = .0123; p<.8).
The findings from the correlational analyses between MSI, ASI, RSI and the 
neuropsychological measures are presented in Appendix 18.
Suppression Index, for the Rape stimuli, was not significantly correlated with 
 the WISC Mazes: WM TIME (r = .0604; p<.8); WM ERR (r = -.0630;
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Hypothesis four found only some support from the present findings, therefore. 
SUMMARY
The findings of the present study indicate that hypotheses one, two and three have 
been supported, although not fully, and hypothesis four has received some support 
from the findings.
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CHAPTER FIVE: DISCUSSION 
INTRODUCTION
The results obtained in the present study are discussed in relation to the stated 
hypotheses and the implications of the findings are examined. Limitations of the 
study are exposed and recommendations for future research are presented. 
DISCUSSION OF FINDINGS
The present study has three stated aims and three stated hypotheses, all of which 
have been addressed by the findings.
The first aim, of establishing norms for the MAR stimuli, has been achieved. 
Norms have been established for all subjects who have participated in a PPG 
assessment, using MAR stimuh, in Broadmoor Hospital. The norms were 
developed for the entire sample of sex offenders as well as for rapists and non­
rapists, separately. Norms are now available for the three groups on each stimuli 
set (ie.. Mutual, Aggression and Rape) and for two conditions for each stimuli set 
(ie., arouse and suppress).
Looking at the histograms of the norms, in Appendices 9, 10 and 11, three 
consistent trends are evident.
- For each of the three groups, levels of sexual arousal are higher in the arouse 
conditions than in the suppress conditions, for all three stimuli.
- For each of the three groups, levels of sexual arousal are higher to the Mutual 
stimuli, followed by the Rape stimuli followed by the Aggression stimuli.
- For each of the three groups, the proportion of sexual arousal suppressed (as 
indicated by the suppression index), is less than one third of that in the arouse 
condition.
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The second aim, of establishing the extent to which subjects can suppress their 
sexual response, has been achieved. Three hypotheses were tested in relation to 
this aim.
HYPOTHESIS ONE
There will be a statistically significant difference between sexual aggressives’ (all) 
level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
HYPOTHESIS TWO
There will be a statistically significant difference between sexual aggressives’ 
(rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and 
suppress conditions.
HYPOTHESIS THREE
There will be a statistically significant difference between sexual aggressives’ (non­
rapists) level of sexual arousal, to MAR stimuli on the PPG, in arouse and suppress 
conditions.
Across the three groups, there was a significant difference between the level of 
sexual arousal to two of the three stimuli sets.
For the entire sample, level of sexual arousal was significantly different, in the 
arouse and suppress conditions, to the Mutual and Aggression stimuli, but not to 
the Rape stimuli. This was similar for the sub-sample of rapists.
For the sub-sample of non-rapists, however, there was a significant difference, in 
the arouse and suppress conditions, to the Mutual and Rape stimuli, but not to the 
Aggression stimuli.
These findings support, though not fully, hypotheses one, two and three.
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These findings are consistent with those of other researchers (using the 
Instructional Control paradigm) who found that suppression of sexual arousal is 
possible, (following instructions to do so), in non-clinical samples (eg., Freund, 
1963; 1965; 1967a; 1967b; Laws & Rubin, 1969 and in clinical samples (eg., Abel, 
Becker & Skinner, 1980; Avery-Clark & Laws, 1984; Laws & Holmen, 1978).
The finding, from the present study, that rapists could not suppress their sexual 
arousal, to Rape stimuli, to a significant degree, but could suppress their sexual 
arousal, to Mutual and Aggression stimuli is consistent with the findings of Abel et 
al. (1980). These researchers found that rapists could suppress more to Mutual 
stimuli than to Rape stimuli. The present findings support their hypothesis that it 
is more difficult for rapists to suppress to preferred stimuli than to non-preferred 
stimuli (Abel et al., 1980).
This finding does not support those of Wydra et al. (1983) who found that rapists 
could suppress equally well to both Mutual and Rape stimuli.
The present finding that the rapists’ and non-rapists’ level of sexual arousal 
differed significantly only to the Rape stimuli, in the suppress condition and not to 
any of the other stimuli, in either condition, also supports the hypothesis that it is 
more difficult for rapists to suppress to preferred than to non-preferred stimuli.
The analyses regarding level of sexual arousal, across stimuli, produced interesting 
findings:
For the entire sample, the level of sexual arousal to both the Mutual and Rape 
stimuli, is significantly higher than to the Aggression stimuli, in both arouse and 
suppress conditions but there is no significant difference between the level of 
sexual arousal to the Mutual and Rape stimuli, in either the arouse or suppress
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conditions.
For the non-rapists, the pattern is similar, with the exception that their level of 
sexual arousal did not differ significantly to the Aggression stimuli and Rape 
stimuli, in the suppress condition. This exception can be explained by the finding 
that their level of sexual arousal, to the Rape stimuli, in the suppress condition, is 
lower rather than their level of sexual arousal to the Aggression stimuh, in the 
suppress condition being higher, than for the entire sample together.
These findings suggest that subjects respond more to the Mutual stimuli and Rape 
stimuli because they contain a sexual element (ie., the Mutual stimuli contain 
scenes of consenting sexual intercourse and the Rape stimuli contain scenes of 
sexual intercourse with violence) which is not present in the Aggression stimuli 
(which contain only violence with no sexual element).
Interestingly, however, for the rapists, no significant differences, in level of sexual 
arousal were found across Mutual, Aggression and Rape stimuli except between 
their level of sexual arousal, to the Aggression stimuli and the Rape stimuli, in the 
suppress condition. For the rapists, their level of sexual arousal was significantly 
higher to the Rape stimuli than to the Aggression stimuli, in the suppress condition. 
The finding that rapists do not respond differently to Mutual and Rape stimuli is 
consistent with early findings from other studies using a sample of rapists (eg.,
Abel et al., 1977; 1978; Barbaree et al., 1979; Hinton et al., 1980). These studies, 
like the present one, found that rapists responded at a similar level to Mutual and 
Rape stimuli. The hypothesis generated by these findings (Barbaree et al., 1979) 
that rapists do not prefer Rape stimuli to Mutual stimuli but are not inhibited by 
the non-consenting cues, in the Rape stimuli, is also supported by the present
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findings.
The findings that rapists respond significantly more to Rape stimuli than to Mutual 
stimuli (Quinsey et al., 1984; Earls & Proulx, 1987) are not supported by the 
present findings.
The third aim, of establishing whether there is an association between subjects’ 
ability to suppress their sexual response and their cognitive and behavioural control 
was addressed.
HYPOTHESIS FOUR
Subjects’ ability to suppress sexual response (as measured on the PPG) will be 
significantly correlated with their IQ and their cognitive and behavioural control (as 
measured on the Stroop, Weigl and WISC Mazes).
No consistent pattern of findings emerged from the present findings, in terms of an 
association between suppression of sexual response and neuropsychological 
measures. Two significant correlations were found.
There is a significant correlation between suppression, to Mutual stimuli and the 
percentile score on the Stroop and there is a significant correlation between 
suppression, to Rape stimuli and the score on the Weigl. These two significant 
results indicate some association between suppression (or control) of sexual 
response and cognitive control.
The findings that subjects’ use cognitive strategies (which involve cognitive shifts) 
to control their sexual response have been reported in the literature (eg.. Laws & 
Holmen, 1978; Laws & Rubin, 1969; Quinsey & Bergersen, 1976; Quinsey & 
Carrigan, 1978). None of these studies, however, explored whether an association 
exists between neuropsychological functioning (particularly, frontal lobe
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functioning) and the use of these cognitive strategies in controlling sexual arousal. 
There are no other findings, therefore, with which to directly compare the present 
findings. This hypothesised association was generated by the author and it has 
found some support from the present findings. These findings suggest that further 
exploration in this area is worthwhile.
GENERAL DISCUSSION 
IMPLICATIONS OF THE PRESENT STUDY
The present study empirically investigated the extent to which sex offenders’ are 
sexually aroused by stimuli depicting consenting adult heterosexual intercourse, 
heterosexual adult aggression and heterosexual adult rape and the extent to which 
they control their sexual response, when instructed, to these stimuli.
At its most general level, the present study demonstrated that sex offenders are 
sexually aroused to these stimuli and that they can control their sexual arousal, to 
these stimuli. This finding has implications for the validity of the PPG as an 
assessment measure as it implies that subjects can control their sexual arousal to 
fake results, if motivated. Although the subjects in the present study were 
instructed to suppress their sexual response, it is clear that they could also exercise 
this control when not instructed to do so. This finding, although not a new one in 
the literature, does generalise the previous findings to sex offenders in the U.K. 
Clinicians and researchers, in the U.K., therefore, need to be aware of the 
possibility of subjects faking their pattern of sexual arousal on the PPG assessment 
and need to be employing methods to detect or control for faking. Methods which 
are being used, in the U.S., with varying degrees of success are asking the subjects 
to perform a tracking task (Farrall, 1991), asking the subjects to describe aloud the
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stimuli during the session (Mahoney & Strassberg, 1991; Wormith, 1987) or the 
semantic task, or signal detection procedure developed by Quinsey & Chaplin 
(1988).
More specifically, the findings imply that rapists find it more difficult to suppress 
to Rape stimuh than to other stimuli (Mutual and Aggression). This implies that 
rapists’ sexual arousal is more difficult for them to suppress when the stimuli 
contain both sexual intercourse and violence rather than when stimuli contain these 
elements separately. It is important, therefore, to investigate the interactive effect 
of the sex and violence, and to identify the factors which make it more difficult for 
to control sexual arousal for this group of offenders.
Part of this study involved the first stages in the exploration of an association 
between cognitive functioning and suppression of sexual arousal. Some support 
was found for a link between cognitive control and sexual response control.
Studies have been conducted which investigate the neuropsychological profiles of 
sex offenders but these have tended to focus on temporal lobe functioning (see 
Appendix 19 for a review). There is some evidence, however, to suggest frontal 
lobe problems in sex offenders (Galski, 1990). These findings, together with the 
present ones, imply that the role of frontal lobe functioning and sexual behaviour 
and arousal should be investigated further.
The findings from the present study have implications for the treatment of sex 
offenders. The finding that sex offenders are able to control their deviant sexual 
arousal, on the PPG assessment, implies that they could develop this control to 
contribute to the prevention of their re-offending. It is acknowledged that deviant 
sexual behaviour is multi-factorial with numerous factors, in combination,
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contributing to the offending behaviour (eg., cognitive, behavioural, emotional, 
interpersonal, sexual). Effective treatment programmes with sex offenders usually 
incorporate interventions at each level. The findings imply that teaching the sex 
offender to exert control of the inappropriate sexual arousal in the laboratory and 
generalising this control to real-life situations could be a useful element in 
treatment programmes. It could be that new cognitive-behavioural interventions 
could be discovered through the investigation of instructional control paradigms. 
LIMITATIONS OF THE PRESENT STUDY
The present study included, as its sample, all sex offenders in Broadmoor Hospital 
who have been assessed using MAR stimuli, on the PPG. Although the sample 
size is greater than most studies conducted in this area (eg.. Card & Farrall, 1978; 
Quinsey & Bergersen, 1976; Rosen et al., 1975; Rubin & Henson, 1975) it is 
considered that the study would be improved if the included other sex offender 
types (eg., paedophiles) and non offenders. This would also allow for an 
investigation into the discriminative validity of the PPG as an assessment measure. 
The scope of this study has not included an analysis of individual subjects’ levels 
of sexual responding or individual subjects’ level of control over their sexual 
response.
This study is a retrospective study and as such data which had not been collected 
at the time of the assessments were not available (eg., an account of the strategies 
the present sample of subjects used to suppress their sexual arousal).
Part of this study has been of an exploratory nature regarding a link between 
neuropsychological functioning and ability to control sexual arousal. It has not 
provided evidence to suggest a causal relationship between the two.
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RECOMMENDATIONS FOR FUTURE STUDY
It is recommended that future studies include a larger sample of sex offender 
subjects. It is suggested that this could be done, in the U.K., if clinicians and 
researchers in different institutions pool their data. The use of MAR stimuli is 
common in the U.K. and so data would be comparable.
It is recommended that non-offenders are included in studies of this kind to 
establish whether differences exist in control of sexual response across other 
groups, not included in this study. This inclusion would also allow for 
investigations into the discriminative validity of the PPG.
It is recommended that clinicians and researchers routinely investigate the cognitive 
strategies (or others) which subjects employ to suppress their sexual arousal in 
order to increase our understanding of the cognitive mechanisms involved in this 
process. This information could be incorporated into the Instructional Control 
paradigm and could complement cognitive-behavioural treatment interventions. 
SUMMARY AND CONCLUSIONS
The present study has empirically investigated sex offenders’ level of 
psychophysiologically assessed sexual arousal and the extent to which they can 
conti'ol this. The three aims of the study have been achieved.
Norms have been established which are now available to improve the interpretation 
and reporting of results of PPG assessments for individual patients, in Broadmoor 
Hospital.
The extent to which a sample of sex offenders, in the U.K. can control their sexual 
arousal, when instructed, has been determined and the findings have been 
discussed.
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The exploration of an association between suppression of sexual response and 
frontal lobe functioning has been undertaken and the findings have been discussed. 
The findings has been compared with previous research and the implications of the 
findings have been presented. Limitations of the present study have been exposed 
and recommendations for future research have been proposed.
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MAR TAPE (MUTUAL, AGGRESSIVE. RAPE)
Content Instruction Reference
1.
2.
3 .
4.
6 .
7.
5.
9 .
10.
11.
1 2 .
Mutual
Rape
Mutual
Aggressive
Rape
Aggressive
Rape
Mutual
Aggressive
Rape
Aggressive
Mutual
Arouse
Arouse
Suppress
Arouse
Suppress
Suppress
Arouse
Arouse
Arouse
Suppress
Suppress
Suppress
(MA)
(RA)
(MS)
(AA)
(RS)
(AS)
(RA)
(\Ly
(AA)
(RS)
(rkS)
(MS)
Y '
C O N S E N T  T O  P E N I L E  P L E T H Y S M O G R A P H Y
PATIENT’S NAME     HOUSE / WARD
I know that this test is to assess my sexual interest.
I have been shown where the test will be done and told what I will have to do. This includes: 
Viewing slides/video tapes whilst my penis reactions are being monitored.
I know that I do not have to do the test if I do not want to.
I know that if I do decide to do it, I can still change my mind and stop the test.
I am signing this to show that I agree to do the test.
SIGNED .............................................................................................  DATE
P S Y C H O L O G I S T  D E C L A R A T I O N
I am satisfied that the purpose and nature of this test has been adequately explained to the patient. I am satisfied 
that he has understood this explanation and has consented to do the test.
SIGNED .............................................................................................  DATE
-  - ............
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APPENDIX 15
MEANS AND STANDARD DEVIATIONS 
ON NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL AGGRESSIVES
(ALL).
MEASURES MEAN STANDARD
DEVIATION
IQ 98,07 16.22
ST RS 92.40 17.14
ST PER 31.81 33.81
ST ERR 3.04 3.30
ST CORR 2.00 2.06
WEIGL 2.37 1.86
WM TIME 214.62 100.17
WM ERR 2.81 2.77
WM CORR 4.33 1.17
MEANS AND STANDARD DEVIATIONS 
ON NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL AGGRESSIVES
(RAPISTS).
MEASURES MEAN STANDARD
DEVIATION
IQ 98.75 12.35
ST RS 95.09 16.30
ST PER 33.81 35.65
ST ERR 2.81 2.04
ST CORR 2.45 1.63
WEIGL 2.00 1.75
WM TIME 194.41 83.97
WM ERR 2.33 1.82
WM CORR 4.41 0.90
MEANS AND STANDARD DEVIATIONS 
ON NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL AGGRESSIVES
(NON-RAPISTS).
MEASURES MEAN STANDARD
DEVIATION
IQ 97.53 19.19
ST RS 90.28 18.08
ST PER 29.57 33.53
ST ERR 3.21 4.15
ST CORR 1.64 2.34
WEIGL 2.66 1.95
WM TIME 230.80 111.64
WM ERR 3.20 3.36
WM CORR 4.26 1.38
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APPENDIX 16
t VALUES AND p VALUES FOR COMPARISONS BETWEEN SEXUAL AGGRESSIVES 
(RAPISTS) AND SEXUAL AGGRESSIVES (NON-RAPISTS) ON ALL 
PSYCHOPHYSIOLOGICAL MEASURES
MEASURES t P
MA -0.55 0.586
MS -1.25 0.224
AA -1.68 0.106
AS -1.45 0.159
RA -1.05 0.307
RS -2.81 0.009
MSI 0.78 0.441
AS I -0.53 0.603
RSI -0.68 0.500
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APPENDIX 17
COMPARISON BETWEEN SEXUAL AGGRESSIVES (RAPISTS) AND SEXUAL 
AGGRESSIVES (NON-RAPISTS) ON ALL NEUROPSYCHOLOGICAL MEASURES.
MEASURES t P
IQ -0.20 0.844
ST RS -0.70 0.493
ST PER -0.30 0.765
ST ERR 0.31 0.758
ST CORR -1.02 0.319
WEIGL 0.93 0.360
WM TIME 0.97 0.343
WM ERR 0.85 0.403
WM CORR -0.34 0.738
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APPENDIX 18
r AND p VALUES FOR CORRELATIONS BETWEEN MUTUAL SUPPRESSION INDEX 
(MSI) AND NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL AGGRESSSIVES 
(ALL).
MEASURES r P
IQ 0.1970 0.162
ST RS 0.0844 0.344
ST PER 0.3844 0.029
ST ERR 0.1231 0.579
ST CORR 0.0683 0.773
WEIGL -0.0824 0.641
WM TIME 0.0983 0.613
WM ERR 0.0155 0.869
WM CORR 0.0085 0.883
r AND p VALUES FOR CORRELATIONS BETWEEN AGGRESSION SUPPRESSION 
INDEX (ASI) AND NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL 
AGGRESSIVES (ALL).
MEASURES r P
IQ 0.0305 0.4400
ST RS -0.1702 0.4080
ST PER -0.0191 0.8640
ST ERR 0.0484 0.8090
ST CORR 0.0250 0.8530
WEIGL -0.0931 0.6220
WM TIME -0.2721 0.1850
WM ERR 0.1149 0.5840
WM CORR -0.1621 0.4100
r AND p VALUES FOR CORRELATIONS BETWEEN RAPE SUPPRESSION INDEX 
(RSI) AND NEUROPSYCHOLOGICAL MEASURES FOR SEXUAL AGGRESSIVES 
(ALL).
MEASURES r P
IQ -0.1920 0.168
ST RS -0.1366 0.558
ST PER -0.2994 0.173
ST ERR 0.1772 0.398
ST CORR 0.0912 0.632
WEIGL 0.4156 0.028
WM TIME 0.0604 0.782
WM ERR -0.0630 0.777
WM CORR 0.0123 0.776
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APPENDIX 19 
LITERATURE REVIEW 
NEUROPSYCHOLOGICAL PROFILES OF SEXUAL AGGRESSIVES
The hypothesis of an association between sexual anomalies and brain anomalies 
has arisen from clinical findings of changes in sexual behaviour, including sexually 
deviant behaviours such as fetishism, exhibitionism, paedophilia and gender 
behaviour changes (Cummings, 1985).
A number of studies have shown that the onset of temporal lobe epilepsy may be 
associated with changes in sexual behaviour (Davies & Morgenstem, 1960;
Epstein, 1961; Hunter et ah, 1963; Taylor, 1969).
The systematic work by Kolarsky et al. (1967) highlighted the importance of the 
temporal lobes in the genesis of sexual anomalies. In their study, eighty-six 
patients from a neurology clinic were examined blind by sexologists for the 
presence of sexual anomalies. PPG testing was employed in some cases. The 
authors found that there was a significantly greater proportion of sexual anomalies 
associated with temporal lobe epilepsy as opposed to other brain sites for the 
seizure focus. The results showed that almost one in five people with temporal 
lobe epilepsy reported some sexually anomalous behaviour. It should be noted that 
the temporal lobes are large structures of the brain and this may explain why not 
all cases showed unusual sexual behaviour. The evidence does, however, suggest 
that the temporal lobes should be explored more carefully in relationship to 
sexually anomalous behaviour in general.
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The studies of sex offenders considered so far predominantly include neurology 
clinic cases. The cases seen in neurology clinics may be unusual or self-selected.
It is important to determine how many sex offenders in general show brain damage 
and dysfunction, particularly in the temporal lobes.
The brain is complex and may be impaired structurally or functionally. The new 
imaging technology, such as computer tomography (CT) imaging, is essentially an 
X-ray that presents a relatively fine picture of the brain and other body organs. It 
is limiting in examining only the structure of the brain, whereas magnetic 
resonance (MR) and positron emission tomography (PT) machines also examine 
brain function. The MR and PT are not widely available, so brain function is often 
examined via neuropsychological test batteries.
Scott et al. (1984) used the Luria-Nebraska Neuropsychological Test Battery (LN 
test) to examine brain function in thirty-six offenders, of whom twenty-two were 
"sexual aggressives" (a term coined by Abel et al., 1977 to describe men who rape 
and carry out other forceful sexual acts on women). The LN test consists of 
twelve subtests that examine perception, central processes and motor output. The 
subtests are Motor, Rhythm, Tactile, Visual, Perceptive Speech, Expressive Speech, 
Writing, Reading, Arithmetic, Memory, Intellectual Processes and Pathognomonic. 
The LN test can be difficult to interpret due to the lack of normative data.
Scott et al. (1984) found that 55% of the sexual aggressives scored in the brain­
damaged range, and an additional 32% showed "Borderline performance".
Hucker et al. (1988) found that thirty-one sexual aggressives were more impaired 
on the LN test than were twelve nonviolent, non-sex offender controls. Both the 
Scott et al. (1984) and Hucker et al. (1988) studies reported global impairment of
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sexual aggressives but the LN test lacks specificity in identifying brain sites 
involved.
Langevin et al. (1985a) compared twenty sexual aggressives with twenty 
nonviolent, non-sex offender controls on the Halstead-Reitan Neuropsychological 
Test Battery (H-R battery, Reitan, 1979) as well as on CT scans of the brain 
administered by neuroradiologists who did not know the nature of the offenders’ 
crimes. The authors found that the incidence of brain dysfunction in general for 
the sexual aggressives and the control groups was not significantly different as 
measured by the H-R battery. Nor were there differences in WAIS intelligence 
quotients. Results for CT scans were also negative. Although 45% of cases 
showed some pathology, sexual aggressives did not differ from controls. When 
only damage to the temporal lobes was considered, 30% of the sexual aggressives 
showed some damage in that area, compared to 11% of the controls. However, 
this result was also not statistically significant, possibly because of the small 
sample size.
The group of sexual aggressive examined in the Langevin et al. (1985a) study was 
unusual because of the large proportion (45%) of sadists.
Sadism is a sexual anomaly whereby an individual derives sexual gratification 
from the power and control over his victim, from their fear, terror, humiliation and 
degradation, as well as from their injury and death. The pilot findings on brain 
dysfunction and damage were different for the sadists and the non-sadistic sexual 
aggressives. The sadists showed more overall impairment on the H-R battery than 
did the non-sadistic sexual aggressives or the controls. The Speech Perception and 
Trail Making subtests were significantly poorer in the sadists than in the other
338
groups. Intelligence test scores overall tended to be in the average range for all 
groups. The pattern of results suggested temporal-parietal lobe dysfunction, but the 
results were weak with 33% of the sadists versus 8% of non-sadists and 18% of 
controls showing clinically significant impairment.
Using CT scans, these researchers found that 67% of the small group of sadists 
versus 36% of non-sadistic sexual aggressives showed structural damage or 
anomalies (compared to 39% of controls). This finding was not statistically 
significant, but when temporal lobe damage alone was considered, 56% of sadists 
versus 0% of non-sadistic sexual aggressives and 11% of controls showed it, most 
often as dilation of the right temporal horn.
These findings were subtle and the sample size was small so replication of the 
results on a large number of cases was undertaken. Hucker et al. (1988) found that 
thirty-one sexual aggressives were more impaired on the LN test than were twelve 
nonviolent, non-sex offender controls.
CT scans were taken in all three dimensions but added no new information to the 
previous study. When combined with the data of Lanevin et al. (1985a), there was 
a total of fifty-one sexual aggressives (ie., twenty-two sadists, twenty-two non- 
sadistic sexual aggressives and eight uncertain cases) as well as thirty-six 
nonviolent, non-sex offender controls. The sadists showed more CT abnormalities 
in general (50%) than other sexual aggressives (39%) or controls (30%), but the 
differences were not statistically significant. The right temporal horn dilation was 
significantly more common, however, in sadists (41%) than in other sexual 
aggressives (11%) or in controls (13%), thus extending and replicating the 
Langevin et al. (1985a) pilot results.
339
The importance of at least one sexual anomaly was supported by the Langevin et 
al. (1985a) and the Hucker et al. (1988) studies. These researchers then went on to 
examine whether other sexual anomalies were associated with brain damage or 
dysfunction.
Hucker et al. (1986) compared heterosexual, homosexual and bisexual paedophiles 
with nonviolent non-sex offender controls on the H-R and LN batteries as well as 
on CT scans. The results were consistent in pointing to the left hemisphere as a 
problem area in this group of offenders. In particular the anterior and temporal 
horns in the left hemisphere of the bran were dilated on Ct scans. This result 
occurred on 40% of the paedophiles but was not seen in the controls. The 
paedophiles also showed clinically significant impairment on the H-R battery, 
which was consistent with the findings of the CT scan. Taking either a H-R 
battery or a CT scan result as a significant indicator of left hemispheric pathology, 
two in three paedophiles showed this pattern compared to none of the controls.
The LN test showed paedophiles as more impaired than controls, as it did in the 
Scott et al. (1984) study, but interpretation of results was problematic due to the 
lack of normative data.
Few studies are available which examine brain damage and dysfunction in other 
sex offender groups. In two studies, Flor-Henry and his colleagues (Flor-Henry & 
Lang, 1988; Flor-Henry, Kloes, Reddon & Baker, 1986) examined fifty 
exhibitionists and fifty community controls matched for age, sex and handedness. 
The electroencephalogram (EEC) was used to compare the groups at rest and 
during verbal and nonverbal spatial tasks. Computerised analysis of EEC 
frequency bands showed the exhibitionists had significant alteration of frequency
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patterns, especially during verbal tasks, compared to matched controls. Flor-Henry 
et al. (1986) concluded that the exhibitionists showed altered left-hemispheric brain 
function and disruption of interhemispheric EEG relationships.
Other research into the neuropsychological profiles of sex offenders has implicated 
lesions in the orbital portions of the frontal lobe in problems of hypersexuality. A 
study by Galski (1990), of sex offenders attending a clinic in New Jersey reported 
that almost half (49%) showed evidence of organic brain impairment. The author 
associated the findings with left-frontal malfunctioning. These tendencies were 
more pronounced in subjects whose crimes were associated with violence. Galski 
(1990) was able to predict violent sex offences with statistical significance on the 
basis of neuropsychological deficit, where scores on tests of left hemisphere and 
left sensorimotor indices were significant.
Other sex offender groups are yet to be studied systematically, but the existing 
results are encouraging in suggesting a relationship between sexual anomalies and 
brain damage and dysfunction.
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